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New! Gross and Jezer’s 


Treatment of Heart Disease 


This important new book is for the doctor who won- 
ders if his treatment of heart disease is the latest 
and best. Completeness is the most impressive fea- 
ture of this book as it brings you today’s treatment 
of every known disease or affection of the heart— 
specifically and in rich detail. For each disorder the 
authors describe the method of management that 
they themselves have found most effective. They 
then present all alternative methods in use today, 
with comments on the advantages and disadvantages 


W. B. SAUNDERS COMPANY ° 


of each. They discuss complications, treatment fail- 
ures, adverse reactions to drugs, and all the other 
circumstances which may affect the successful treat- 
ment of a cardiac patient. Indications for operative 
treatment of the heart are presented at the appro- 
priate points. There are two particularly valuable 
chapters on Quinidine and Digitalis. 


By HARRY GROSS, M.D., F.A.C.P.; and ABRAHAM JEZER, M.D., Attend- 
ing Physicians, The Montefiore Hospital, Assistant Clinical Professors of Medi- 
cine, Columbia University College of Physicians and Surgeons. 549 pages, 


illustrated. $13.00. 
A New Book—Just Published. 


West Washington Square, Philadelphia 5 
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KNOCKOUT 


When muscles ache at the end 
of a tiring day, MINIT-RUB® will 
give quick relief. A brisk 
application of this modern 
counterirritant is followed 
promptly by a soothing feeling 
of mild warmth. Muscles 

relax and pain is relieved. 


BRISTOL-MYERS Co. 
19 West 50 St., New York 20, N.Y. 
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to pass “the acid test” day and night 


Gastric hyperacidity checkmated: Acute or chronic 
gastric hyperacidity can now be held in check both 
day and night, with Gelusil and the new formula- 
tion, Gelusil-Lac. 


Sustained daytime antacid protection: The sus- 
tained action of magnesium trisilicate and specially 
prepared aluminum hydroxide gel restores and 
maintains the gastric pH within the normal range, 
without overneutralizing or alkalizing. Gelusil thus 
avoids the twin dangers of acid rebound and sys- 
temic alkalosis. 


Extended nighttime protection: Gelusil-Lac com- 
bines the proven antacid action of Gelusil plus the 
sustained buffering effect of specially prepared 
high protein (low fat) milk solids. The formula is 


designed to prevent the onset of gastric pain at 
night, especially “middle-of-the-night” attacks. 


Nonconstipating: Gelusil’s aluminum hydroxide 
component is of a low order of chemical reactivity, 
hence the formation of astringent — and constipat- 
ing — aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoonfuls of 
Gelusil liquid two hours after eating or when 
symptoms are pronounced. Each tablet or tea- 
spoonful provides: 712 gr. magnesium trisilicate 
and 4 gr. aluminum hydroxide gel. Gelusil-Lac: at 
bedtime, one heaping tablespoonful stirred rapidly 
into one-half glass (4 fl. oz.) of cool water. (Pro- 
vides equivalent of 4 Gelusil tablets.) 


Gelusil/Gelusil-Lac 


WARNER-CHILCOTT 
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patients with 


allergic or inflammatory der matoses 


and their physicians deserve the benefits of 


(PREDNISOLONE) 


for patient 
intense itching rapidly relieved, 
inflammatory reaction promptly 
suppressed...no weight gain to 
guard against...no difficult die- 
tary rules 


buff-colored tablets of 1, 2.5 and 5 mg. 


METICORTELONE 


PREDNISOLONE 


for physician 

far smaller dosage than with oral hydrocorti- 
sone...no undue worry about edema, sodium 
retention, potassium loss...patient coopera- 


tion assured...quickly permits adjunctive 


topical therapy 


METICORTELONE,® brand of prednisolone. | 


ML-J-2176 


Journal A.O.A. 
August, 1956 


for peptic ulcer - 
gastro-intestinal tension 
and irritability 


An exclusive combination designed to relieve 
pain, reduce tension and promote healing 
through effective inhibitory central and 
vagal-parasympathetic actions influencing all 
known etiologic factors in peptic ulcer. 


anticholinergic + sedative 
with unusually high antisecretory action + de- 
pendable antispasmodic effect - no drowsiness 


Isolates the Ulcer 


Each tablet contains: 


Dosage: 1 or 2 tablets three or four times daily. 
Available on prescription only. Bottles of 100 


tablets. 
e 
‘LABORATORIES 


New York 18, N.Y. ¢ Windsor, Ont. 


*Controls hyperacidity and hypermotility 
**Sedates without drowsiness 

Monodra! (brand of penthienate) ond Mebore! (brand of 
mephoborbitel), trodemorks reg. U.S. Pot. Off. 
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ZIRADRYL 


Benadryl® Hydrochloride with Zirconium 
now available in Lotion as well as in Cream form 


ZIRADRYL Cream and ZIRADRYL Lotion are compounded 

to aid in the prevention and treatment of poison ivy 

and poison oak dermatitis. ZIRADRYL contains Benadry] which 
controls the allergic process by relieving itching, 

and also contains zirconium oxide, which neutralizes the plant toxin. 


ZIRADRYL Cream is available in 1-ounce tubes. 
ZIRADRYL Lotion is available in 6-ounce bottles. 


PARKE, DAVIS & COMPANY :- DETROIT, MICHIGAN 
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Cholecystogram 8 minutes 


after NEO-CHOLEX od- 
ministration. 


NEO-CHOLEX 


An Improved Gallbladder Evacuant For 
the Successful Demonstration of Biliary Ducts in 


Oral Cholecystography 


The Modern, Rapidly Acting, Palatable, Concentrated Fat Meal, 
always Ready at Hand for Immediate ,Convenient Administration. 


Modern routine diagnostic procedure in oral cholecystography 
places increased emphasis on duct visualization. Roentgenography 
of the gallbladder alone is no longer considered adequate.’ The 
preoperative demonstration of the cystic, common and at times 
hepatic duct, is giving new and more exacting diagnoses of biliary 
abnormalities, and is invaluable to the surgeon in both the plan 
and performance of the operative procedure.2 Visualization of 
the biliary ducts following administration of the newer tri-iodo 
contrast media is readily accomplished by careful positioning of 
the patient with multiple exposures at suitable intervals after in- 


stion of an adequate fatty meal. 


1. Harold Fulton: Amer. J. Roent. & Rad. Ther., 
Vol. 72, No. 4, P. 671, October 1954. 


Radiology, Vol. 61, No. 4, 
P. 633, October 1953. 


MEDOPAQUE-H 


for Hysterosalpingography 
and Cholangiography 


A SAFE, AQUEOUS, VISCOUS AND 
ABSORBABLE CONTRAST MEDIUM 


RADIOLOGICALLY SUPERIOR 


Increased net iodine content (20%) in the improved Medopaque- 
H formula provides roentgenograms of superior contrast and 
diagnostic value. Altered anatomical status is clearly and sharply 


delineated. 
CLINICALLY IMPROVED 


Thoroughly miscible, amply viscous, the new Medopaque-H for- 
mula is well tolerated. Completely absorbable polyethylene gly- 
cols now replace viscous CMC (carboxymethylcellulose). 

MEDOPAQUE-H is a sterile, aqueous and viscous solution con- 
taining 35% Sodium Ortho-iodohippurate, 10% Sodium lodide 
and o blend of polyethylene glycols. 


$1.75 per 10cc vial. 
In quantity as low as $1.50 


NEO-CHOLEX 


Journal A.O.A. 
August, 1956 


soce 


Medopaque-H 
Cholangiogram 


= 
‘ 


76 
a 


THE “WEIGH” OF ALL FLESH 


“rte pet wh al leh ad 


heips the patient in spite of himself 


Syndrox has a way of putting “backbone” into the 
obese patient. 


First it curbs the desire for food, so that a moderate 


Then the euphoriant nature of Syndrox gives a 
lighter, brighter look to life—toning down the 
psychic urge to over-indulge. 


SYNDROX TABLETS. ELIXIR 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 
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in the menopause... 


‘Dexamyl’ restores a sense of serenity, well-being and self-esteem... 


(and, in most cases, little else is required). 


D E X A Mi Y tablets elixir » Spansulet capsules 


(Dexedrinet plus amobarbital) 
Smoothly and subtly relieves both anxiety and depression 


Smith, Kline & French Lahoratortes, Philade lphia 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F, 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. Patent Applied For 
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“indicated therapy for treatment of ARTHRITIS 


In 803 cases of spinal arthritis, 78% showed 
relief from symptoms. Other results obtained 
in this controlled series carried out over a 
five year period were: 111 cases of rheumatoid 
arthritis, 58% relief of symptoms; 603 cases 
of hypertrophic arthritis, 79% relief of symp- 
toms; 23 cases of gouty arthritis, 91% relief of 
symptoms with increase in activity. 


Hundreds of papers have been published in 
medical journals concerning the use of ultra- 
sonic therapy in medicine. Reports range from 
the empirical to carefully followed clinical 
work with controls. Results recorded have 
been largely encouraging, with some private 
comments from lecturers to medical groups 
such as “astounding—I can only suggest you 
try ultrasonics in your own practice.” 


behind the 
hands that heal 


THE BIRTCHER CORPORATION 


the world’s largest volume producer 
of electro-medical-surgical devices 


Many of the more enthusiastic papers have 
been presented by busy general practitioners 
who report on such common disorders, both 
acute and chronic, as: Bursitis, Osteo, Verte- 
bral and Hypertrophic Arthritis, non-healing 
Varicose Ulcers, Scar Tissue, Herpes Zoster, 
Low Back Pain, Disk Syndrome, Joint Trauma, 
Epicondylitis, Athletic Injuries, Asthma, and 
a host of others. 


We have an excellent collection of these re- 
prints, which we will send on request. If you 
have patients who are not presently respond- 
ing to other therapy, let us arrange a demon- 
stration of the Birtcher Megason in your office. 
Use it for two weeks, especially on acute cases, 
and judge the results for yourself...no obli- 
gation of course. 


' 
| THE BIRTCHER CORPORATION Dept JOA-056! 
4371 VALLEY BLVD., LOS ANGELES 32, CALIF. 


(1 Send me Medical Ultrasonic re-prints. 
(C0 I would like a demonstration in my office. 


Dr 
Address 
City. 
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in inflammatory 


all the benefits of the “ predni-steroids” 
plus positive antacid action 


to minimize distress 


ROUTINELY ACHIEVED WITH elira 


(Buffered Prednisone) 


Multiple 
Com 
Tablets 


Clinical evidence!.2:3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and predniso- 
lone, antacids should be routinely . 


2.5 mg. or 5 mg. 


co-administered to minimize gas- prednisone or &> 
tric distress. prednisolone with 
50 mg. magnesium 

References: 1. Boland, E. W., J.A.M.A. trisilicate and names © & DOHME 
> 300 mg. aluminum DIVISION OF MERCK & CO, INC. 

1955. 3. Bollet, A. J. et al, J.A.M.A. Ree oe PHILADELPHIA 1, PA. =) 
158:459, (June 11,) 1955. it 


*CO-DELTRA' and ‘CO-HYDELTRA’ are the trademarks of MERCK & Co., INC. 


Jeurnal A.O.A. 11 k 
August, 1956 is. 
j 
— 
i 
i : 
j 
4 
: 
A 
@ 
| 


Journal A.O.A. 
August, 1956 


A Totally New... 
Vastly Improved 
Nebulizing Method 


with your preferred medication* for 


ASTHMA 


THE ONLY “MEASURED DOSE” METHOD 


e Leakproof, spillproof bottle; medication cannot 
change or deteriorate. 


e Dose released is always the same—does not de- 
pend on patient strength or on amount in bottle. 


e Inexpensive, unbreakable, inconspicuous Medi- 
haler Oral Adapter fits conveniently in pocket or 


purse. 
* Medihaler-erim 


0.5% solution of epinephrine U.S.P. 


*Medihaler-iso™ 


0.25% solution of isoproterenol HCI U.S.P. 


One or occasionally two inhalations provides 
relief for most patients. Notably safe and effec- 
tive with children. Highly economical. Bottle 

_ provides 200 applications. 


In prescribing be sure to write for Medihaler-Iso 


(or Medihaler-Epi) AND Medihaler Oral 
Adapter. For refills, write for medication only. LOS ANGELES 
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WA, 


morning. 
sicknew*. 


90-95% effective,’ “no side effects were observed”? one tablet at bedtime 


1. Groskloss, H. H. et al: Bonadoxin®: a unique control for nausea and vomiting of 
pregnancy. Clin. Med. 2:885 (Sept.) 1955. 2. Tartikoff, G.: The antiemetic function of 
Bonadoxin in the nausea and vomiting of pregnancy. Clin. Med. 3:223 (Mar.) 1956. 


Chicago 11, Ill. 


13 
if 
reakfastP | 
{ ° K - | 
| iif stops 


Journal A.O.A. 
August, 1956 


Journal A.O.A. 
August, 1956 


MORE LEISURE...MORE PATIENTS...WITH TIME-SAVING 


NO ARDUOUS OFFICE TREATMENT NECESSARY 


the MODERN 12-day treatment for all 3 types of vaginitis 


A simple non-toxic, non-staining vaginal douche, Triva disintegrates 
microbes. Its powerful detergent surface-active agent, plus a chelating 


agent, annihilates organisms and flushes them away. 


SAFE... even during pregnancy, Triva has been proved, by clinical tests, 
highly effective against Trichomonal, Monilial and non-specific vagi- 
nitis. Simple to prescribe: “TRIVA (Boyle) sig; douche b.i.d. for 12 days.” 
For complete data see Physicians’ Desk Reference, 1956, page 427. 


AVAILABLE AT ALL PHARMACIES, in convenient packages of 24 individual 
3 Gm. packets, each containing 35% Alkyl Aryl sulfonate, (surface- 
active, germicidal and detergent), 0.33% Disodium ethylene bis- 
iminodiacetate (chelating agent), 53% Sodium sulfate, 2% 
Oxyquinoline sulfate (bactericide, protozoacide ) and 9.67% dispersant. 


Full treatment package and literature on request. 


Bell Gardens, California 
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speed relief to your hay fever patients 


® Because it acts so rapidly, Pyribenzamine in 
la ‘many cases actually aborts the allergic episode— 
suppressing symptoms before they become full- 


° blown. On the other hand, Pyribenzamine is 
brings help at the promptly metabolized, so that there is a minimum 


. of “drug overlap” in asymptomatic periods. For 

moment of allergic need prompt relief of symptoms—when your patients 
most need it—prescribe fast-acting Pyribenza- 

mine... for hay fever, allergic dermatoses, drug re- 

PYRIBENZAMINE® hydrochloride actions or whenever an antihistamine is required. 


+ I B A (tripelennamine hydrochloride CIBA) 


SUMMIT, N.J. alazdam 50-mg. tablets (scored) ; 25-mg. tablets (coated) 
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a first choice CHLOR- 
TRIMETON 


for all types | mn 


of hypersensitivity 


TABLETS 
REPETABS®.... 


CHLOR-TRIMETON® Maleate, brand of chlorprophenpyridamine maleate. 


3 
8 mg. \ 


CHLOR- 
TRIMETON® 


REPETABS® 


relief of hay fever 
is prompt 
and sustained 
with unexcelled freedom 


from side effects 
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A. H. ROBINS CO., INC., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


FORMULA 


Donnatal Tablets 
Donnatal Capsules 
Donnatal Elixir (per 5 cc.) 


Hyoscyamine Sulfate . . 0.1037 mg. 
Atropine Sulfate 0.0194 mg. 
Hyoscine Hydrobromide 0.0065 mg. 
Phenobarbital (% gr.) . .. 16.2 mg. 


SPASMOLYS 


through provision of natural 
belladonna alkaloids in optimal 
ratio, with phenobarbital 


Prescribed by more physicians 
than any other antispasmodic 


Robins 


DONNATAL® EXTENTABS® 
(Extended Action Tablets) 


Each Extentab (equivalent to 
3 Tablets) provides sustained 
1-tablet effects ...evenly, for 
10 to 12 hours —all day or all 
night on a single dose. 


Also available without phenobarbital 
component, as Donna® Extentabs®. 
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A new MEAD specialty for a// ages 


Eee usual oral dosage 


without Colace Capsules... 
laxative for adults and older children 
action 


Mild constipation or prevention: 
50 or 100 mg. (one or two 50 mg. capsules) 


daily 
Moderate or severe constipation: 

Initially— 100 mg. (two 50 mg. capsules) 
b.i.d. for 3 days 


For Maintenance—50 or 100 mg. (one or 
two 50 mg. capsules) daily 


Colace| softens stools 


Colace Liquid... 
for infants and children under 6 


Initially: 1 to 2 ec. twice daily for 3 days 
For Maintenance: 0.5 to 1 cc. twice daily 
in enemas 


Retention Enema: 
5 ec. Liquid in up to 90 cc. of enema fluid. 


Flushing Enema: 
1 cc. Liquid for each 100 ce. of enema fluid. 


Q 
Q 9 


Cotace Capsules (50 mg.) and 


Coace Liquid 
(1% Solution—10 mg. per ce.) 


Supplied 
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DIOCTYL SODIUM SULFOSUCCINATE. MEAD* 


softens stools for easy passage 


Continued clinical studies} with Colace confirm 
its wide usefulness and safety in chronic constipation 
and in other bowel problems of everyday practice. 


tAntos, R. J.: A New Approach to the 
Treatment of Severe Constipation, South- 
western Medicine 37: 236-237 (April) 1956. 


Coolace 


by reducing surface tension, increases the wetting 
and penetrating efficiency of fluids in the colon, 
keeping stools soft. 


Coolace 


is indicated in the treatment or prevention of chronic 
constipation or fecal impaetion, or whenever stool 
softness is required. 


*PATENTS PENDING 


MEAD) SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY + EVANSVILLE 21, INDIANA, U S.A. 
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MEAD 


Gravida HII 
Para ll 


...and on the go 


Modern, active, on the go...and 
pregnant. That’s why she needs a 
vitamin-mineral supplement 
generously formulate’ especially 
for the stress of pregnancy. 


Natalins-PF and Natalins are 
designed for the busy, modern 
woman. Small in size, they're easy 
to take. Just 1 capsule t.i.d. 
provides more than ample 
nutritional support. 


specify 


Mead phosphorus-free prenatal 
vitamin-mineral capsules 


Contain calcium... 
no phosphorus 


or 


Natalins? . 
Mead prenatal vitamin-mineral 
capsules 


Contain both calcium 
and phosphorus 


Zp SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON @& COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 
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physical sluggishness... 


decreased mental 


and emotional control... 


decreased function 


in various organ 


systems 


In many of the clinical problems caused by Metabolic 


Insufficiency you will see positive improvement within several days. 


This is because ‘Cytomel’ stimulates metabolism at 


the cellular level. 


5 meg. and 25 meg. (scored) tablets 


a new agent for treatment of 


Metabolic Insufficiency 
Smith, Kline & French Laboratories, Philadelphia 


* Trademark for 
L-triiodothyronine, S.K.F. 
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IN VAGINAL TRICHOMONIASIS 


AGINAL TRICHOMONIASIS, Common in wom- 

View. is now recognized as a disease whose 
causative agent also infects the male. The num- 
ber of women harboring trichomonads “.. . has 
recently been put as high as 24%.” 

Not uncommon in husbands— Evidence shows 
trichomonads can be found in from 5 to 15 per 
cent of the male population, or even more. 
Freed reported that 28.5 per cent of men in 
his studies were carriers.‘ In Feo’s investiga- 
tion, “the incidence of non-specific urethritis 
cases which may be attributable to Tricho- 
monas vaginalis was 36.9 per cent.”> Karnaky 
found the parasites in the urethra and prostate 
or under the prepuce in 38 among 150 hus- 
bands with infected wives. 

The symptomless vector—“... many patients 
with trichomonas vaginitis are infected and 
reinfected by coitus ...”? with husbands who 
may be highly infective without showing clini- 
cal symptoms.‘ Infected wives can in turn re- 
infect husbands. 

Protection against re-infection—To break the 
cycle of re-infection, authorities agree that the 
husband should use prophylactics regularly 
while the wife is under treatment and 
until it is established that her infection has 


423 West 55th Street, New York 19, N. Y. 


BREAK THE RE-INFECTION CYCLE 


CONJ UGAL 
PARTNERS 


JULIUS SCHMID, INC., prophylactics division 


XXXX (FOUREX) and RAMSES are registered trade-marks of Julius Schmid, !nc. 


cleared—then until he is free 
from infection.?3.*° Karnaky 
advises a period of as long as 
four to nine months. By this 
time the husband’s infection will usually die 
out of its own accord.* Davis states: “Obvi- 
ously the man who has a chronic trichomonas 
infection ... will continue to reinfect his wife 
unless he wears a sheath during coitus.” 
Prescription of prophylactics—Seek the aid of 
the husband when you treat the wife. “How The 
Husband Can Help,” a booklet for patients, 
explains his role in the control of trichomoni- 
asis. Copies are available upon request. Use 
this booklet to gain his cooperation, make 
explanations easier, save your time. 
In prescribing prophylactics, take advantage of 
Schmid product improvements to win accept- 
ance of your treatment plan. If there is anxiety 
that a prophylactic might retard sensation, 
specify XXXX (rourex)® skins. Made from 
the cecum of the lamb, tissue-smooth and pre- 
moistened, they do not dull sensory effect. If 
there is a preference for a rubber prophylactic, 
specify the superior RAMSES® prophylactics. 
These are different, transparent, very thin yet 
strong, of natural gum rubber. 
References: 1. McEntegart, M. G.: J. Clin. Path. 5:275 
(Aug.) 1952. 2. Draper, J. W.: Internat. Rec. Med. 168:563 
(Sept.) 1955. 3. Bernstine, J. B., and Rakoff, A. E.: Vagi- 
nal Infections, an and Discharges, New York, The 
32:939 (Mar, 27) 1948; 5, Feor G.: Am, J. Trop. 
24:195 (May) 1944. 6. Karnaky, K. J.: Urol. & Cutan. _ 
42:812 (Nov.) 1938. 7. anne ge F.: Brit. J. Ven. 
29:218 (Dec.) 1953. 8. Kamaky, K. Ji: J.A-M.A. 155: 876 
(June 26) 1954. 9. Davis, C. H. Ed): Gynecology and 


Obstetrics (revision ), Suen a . F. Prior, 1955, vol. 
3, chap. 7, pp. 23-33 
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NEW 
PRODUCT 


Brand of sulfamethizole with phenylazo-diamino-pyridine HCI 


in urinary tract infections 
when analgesia is desired 


“Thiosulfil,”’ single Potent bacteriostatic 
sulfonamide specifically for 


and ae. of infection with 
phenylazo-diamino-pyridine 
HCi for prompt and penetrating : rapid relief of 


local analgesic effect. 
pain and discomfort. 


Each tablet contains 0.25 Gm. of sulfamethylthiadiazole and 50 mg. of phenylazo-diamino-pyridine 
HCI — No. 784 — bottles of 100 and 1,000. 


Suggested dosage: 2 tablets, four times daily. 


Also available: ‘‘Thiosulfil’’ Tablets and Suspension, 0.25 Gm. per tablet or per 5 cc. 


Ayerst Laboratories or New York, N. Y. * Montreal, Canada 
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| NEW PROCTOLOGICAL INSTRUMENTS 


INSTRUMENT OF THE MONTH 


VICK’S ANAL DILATORS 


Primarily for infants and small children but useful in all cases o1 
CONSITICHION.. .. Each $10.00; set of two $17.50 


ORMAN'S SCISSORS 


Orman’s scissors have less abrupt bend to 
the handles than most rectal scissors—great 
enough, however, to avoid interference with 
vision. Length 7144”. Stainless steel. 
Price $11.00 


609 COLLEGE ST. 9 CINCINNATI 2, O. 


MAKERS OF PROCTOLOGICAL INSTRUMENTS 


Stores in Cincinnati, Dayton, Columbus, Shreveport, Denver 


“As | was going up the stair 
| met a man who wasn't there; 
He wasn't there again today— 
| wish, | wish he'd stay away," 
—Hughes Mearns 


Brings 
CHEMOTHERAPEUTIC AID 
To MANAGEMENT of the 
PSYCHIC COMPONENT 


of Psyche and Soma 


BO RAT 
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JUST PUBLISHED—NEW 1956 BOOK! 


Epstein—Skin Surgery 


By Ervin Epstein, M.D. 


Assistant Clinical Professor of Medicine (Dermatology), Stanford University Medical Schcol; 
Chief of Dermatology and Syphilology, Highland-Alameda County Hospital; 
Diplomate, American Board of Dermatology and Syphilology, etc. 


New. This is a book of easily learned procedures for 
eliminating those skin conditions that are amenable to 
surgicai therapy. It is the only available work on skin 
surgery that discusses the various forms of electro- 
surgery and scalpel surgery, including grafting, 
cancer surgery and biopsy, as well as such special 
techniques as chemosurgery, skin planing, cryo- 
surgery and therapeutic tattooing. Throughout the 
sixteen chapters Dr. Epstein pays special attention 
to the importance of cosmetic considerations. 


New. 228 Pages. 


and 17 contributors. 


All of the surgical techniques that might be used by 
a dermatologist are now in one compact, simplified 
presentation. But this is not a book for dermatologists 
alone. General surgeons, plastic surgeons and physi- 
cians can now gain specific guidance in the surgical 
therapy that could be applied to more than 20% of 
all dermatologic patients seen in private practice. The 
procedures are presented so clearly that with a mini- 
mum of practice most of them can be performed 
even by doctors with no formal surgical training. 


242 Illustrations on 101 Figures. $7.50 


WRITE FOR OUR NEW 1956 CATALOGUE 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


Especially useful when extensive 
therapy is impractical. SECOTRESS 


ffepressant methamphetamine for mood 


as ‘‘situational” or ‘‘reactive’’ depressions. 


Reserpine 


Methamphetamine hyd 


elevation in depressive conditions such 


25 
SECOTRESS reduces anxiety 
and produces euphoria; increases alertness, 
ir itiative, confidence, ability to concentrate 
4 combines tranquilizing reserpine 
METH, p components are mi nized by _ 
HET, M their mutual a agonish 
Aample amd om nequect 2.5 mg. 
: _ Since 1872 * Henry K. Wampole & Co., Incorporated * 440 Fairmount Ave., Philadelphia 
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uff 


how dectors avoided 


Until 1929, stomach-aches in babies, and other 


problems connected with artificial infant feeding, 


were a major cause of headaches for doctors. 


But no more. In that year, medical research 


determined that evaporated milk is the most 


satisfactory all-round solution to infant 


feeding problems. 


Since then, more than 50,000,000 babies have made 


sure, steady growth on evaporated milk formulae... 


preventing a feeding problem, with its attendant 
headache for the doctor, 50,000,000 times. 


And today, evaporated milk formulae still combine 


all the most essential qualities — the higher 


level of protein sufficient to duplicate the growth 


effect of human milk... flexibility in carbohydrate 


adjustment ... maximum nutritional advantages... 


and minimum cost. 


PET EVAPORATED MILK 


is the “going home’ formula for more babies 


than any other form of milk. 


ORATE 


i K 


PET MILK COMPANY « ARCADE BUILDING e« ST. LOUIS 1, MISSOURI 
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Protein 


CHAS. B. KNOX GELATINE COMPANY 
JOHNSTOWN, N. Y. 


REDUCED 


NEW easy to follow 


DIET LIST CHART 
DEVELOPED BY 
FOOD EDUCATION DEPT. 


4 


The 1956 edition of the well-known Knox “Eat- 
and-Reduce” booklet eliminates calorie counting 
for your obese patients. This year’s edition con- 
tinues to be based on the use of Food Exchange 
Lists' which have proved so accurate in the 
dietary management of diabetics. These lists have 
been adapted to the dietary needs of patients who 
must lose weight. 

The first 18 pages of the booklet present in 
simple terms key information on the use of Food 
Exchanges (referred to in the book as Choices). 
In the center, double gatefold pages outline color- 
coded diets of 1200, 1600, and 1800 calories based 
on the Food Exchanges. Physicians will find 
these diets easy to revise to meet the special 
needs of individual patients. 

To help patients persevere in their reducing 


New Booklet Available to Aid 
Management of Overweight Patients 


plans, the last 14 pages of the new Knox booklet 
are devoted to more than six dozen tested, low- 
calorie recipes. Please use the coupon below to 
obtain copies of the new “Eat-and-Reduce” book- 
let for your practice. 


1. The Food Exchange Lists referred to are based on material in “Meal Planning 
with Exchange Lists” prepared by Committees of American Diabetes As- 
sociation, Inc., and The American Dietetic Association in cooperation with 
the Chronic Disease Program, Public Health Service, Department of Health, 
Education and Welfare. 


Chas. B. Knox Gelatine Co., Inc. 


Professional Service Dept.JO-20 
Johnstown, N. Y. 


' 

' 

| 

Please send me copies of the new illustrated 

' 


Knox ‘‘Eat-and-Reduce” booklet based on Food 
Exchanges. 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” ~ 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954. 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 
“Antabuse”@ brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 

Complete information available on request 


@- Laboratories ¢ New York, N. Y. © Montreal, Canada 
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to the shortest. 
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If non-elective cesarian section is in- 
dicated, patient is quickly and easily 
positioned for surgery simply by lowering 
extremities and raising the foot section. 


Operative Delivery Table...... 
FOR ABDOMINAL OR PERINEAL ROUTE DELIVERY 


@ The new 22” 500N table assures both the patient and 
the Obstetrician the fullest advantages of modern 
obstetrical practice under all conditions. 

The growing practice of performing cesarian sections in 
the O. B. room ... without moving or disturbing the patient 
++. is made easy by the 22” surgery width of the 500N. 
Yet the table will accommodate even the largest patient 
during normal delivery and the universally adjustable knee 
and foot rests accommodate all patients fron the tallest 


Write for bulletin C171 


The “clean” lines of the 
500N table provide mox- 
imum comfort and freedom 
for the surgeon... with toe 
space, folding hondles, etc. 


15” height adjustment and every known obstetrical 
posture from high lithotomy to Walcher position ~ 
provides convenient approach fo the perineal field. 


#2 
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BRANCH OFFICES IN 14 PRINCIPAL CITIES 
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WHEREVER 


SKELETAL 

MUSCLE 

SPASM 
OCCURS.. 


— 
| 


(Zoxazolamine,t McNeil) 


Orally effective muscle relaxant 


safe: 
“No irreversible side-effects occurred. 


a 


well-tolerated: 


“The toxic reactions for the most part were easily controlled... .’" 


effective spasmolytic: 
“This preliminary report of 100 patients indicates an 85% over-all effectiveness." 


Available in yellow scored tablets, 250 mg. 
1. Smith, R. T.; Kron, K. M.; Peak, W. P., and Hermann, I. F.: J.A.M.A. 160:745 (Mar. 3) 1956. 


*T.M. 
TU.S. Patent Pending 


McNE Laboratories, Inc. Philadelphia 32, Pa. 
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PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 
fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 
gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 


nosis and prolong life. 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


® 
LAKESIDE 


> 
‘because a diuretic 
| - should be able to control | — 
any degree c 
eoffailure Jf 


+ 


‘pacterial symptomatic = = = 
control 
of Urinary Infections 


Your patients on Azo Gantrisin soon feel and even see the 
prompt action of the analgesic dye as it soothes the 
inflamed urogenital mucosa and colors the urine orange-red. _ 


‘Gentrisin, the single, wide-spectrum sulfonamide, 
~~~~promptly achieves effective plasma and urine levels, 
attacking pathogens both systemically and locally. 


Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin® - brand 
-of sulfisoxazole, and 50 mg phenytazo-diamino=pyridine HCl. 


| -Research—in Medicine-and-Chemistry———— 
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wound 


Noludar 'Roche' provides relaxation. 
Not a barbiturate, not habit forming, 
50 mg teivde brings daytime sedation 
without undue drowsiness, while 200 
mg h.s. usually induces a restful 
night's sleep with a clear-headed 
awakening. Noludar tablets, 50 and 


200 mg; elixir, 50 mg per teaspoonful. 


Hoffmann-La Roche Inc, Nutley, N.J. 


Noludar® —brand of methyprylon 
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One year ago, my family and I drove from Michi- 
gan to California. It was a strenuous trip but, in retro- 
spect, I feel that it is the only way to see and know 
America, to experience with one’s senses and mind the 
magnificent land and people that are America. 

On one particular day we had traveled long and 
far, soaking in all the new wonderful sights and expe- 
riences, wanting to see everything, for we did not know 
when, if ever, we would pass that way again. Near 
evening we reached our day’s destination—the top of a 
soaring mountain. Standing at a railing in the hush 
and splendor of the dying sun, we could see an inspir- 
ing panorama spread around us. We could trace the 
road we had traveled to the summit, winding upward 
from a flat, arid plain, and to the right we could see 
where tomorrow would take us, through lush green 
valleys, around frightening curves bordering on can- 
yons, and onward to where the road was lost in the 
velvet horizon. 

Looking back from our lofty vantage point, all the 
petty, irritating trifles of our journey fell into their 
proper perspective as the majestic world below could be 
seen as a whole. The grandeur of the road transcended 
all the curves and bumps that formed it. 

Our osteopathic profession, too, has its road of 
continuing splendor. Today as we stand at this peak in 
osteopathic history we look back and lose sight of the 
insignificant as the nobler events stand out in bold re- 
lief. 

To begin with, we cannot overlook the importance 
of the American social setting. It was the geography, 
the territory through which the osteopathic trail was 
blazed. America had wooed men to her shores with a 
revolutionary new philosophy of freedom, with a 
promise of liberty to pursue any path of spiritual or 
intellectual inquiry within the individual’s capacity. In 
the old world, men had died for such things. In the 
new world, men lived, struggled, and built, constructing 
an atmosphere appropriate to a new kind of creature, 
the American. Here men were free at last to blend 
cultures, to wrestle with intoxicating new ideas, to 


_ “Presidential Address presented at the Monday Evening Banquet, 
Sixtieth Annual Convention o 
New York City, July 16, 1956. 


f the American Osteopathic Association, 


The Progress of a Profession* 
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Bay City, Mich. 
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question old dogmas and philosophies, and to follow 
their yearnings to seek the truth in all things. 

It is out of this search for truth in our America 
that osteopathic medicine was born. It is as American 
as America itself. It is the end result of original truth 
put into service for mankind. 

Our founder was one of the few truly original 
thinkers who appear in each generation. At our best, 
the rest of us are merely skilled imitators of the sum- 
mary of past thought. But Still proved again the old 
adage that each generation makes progress by partially 
rebelling against its fathers. With the vision of genius, 
he saw a road forward where other men saw nothing 
but a trackless waste. And so this sturdy pioneer (and 
Still was a pioneer, literally as well as figuratively) 
blazed the trail that we have been privileged to follow, 
and are duty-bound to push on into the unknown. 

A new approach to the healing arts had been born, 
but growth from that point forward was not always in 
green pastures. Indeed, quite frequently it seemed a 
paradise lost rather than one gained. But it is not our 
purpose here te bewail past injuries nor crawl away to 
lick real or imaginary wounds. Rather, we would see 
our tribulations as did Emerson when he wrote: 

Our strength grows out of our weakness. The indignation 
which arms itself with secret forces does not awaken until we 
are pricked and stung and sorely assailed. A great man is al- 
ways willing to be little. Whilst he sits on the cushion of 
advantages, he goes to sleep. When he is pushed, tormented, 
defeated, he has a chance to learn something; he has been put 
on his wits, on his manhood; he has gained facts, learns his 
ignorance, is cured of his insanity of conceit, has got modera- 
tion and real skill. 

During the period I refer to, there was a mixture 
of triumphs, delays, and outright defeats for the osteo- 
pathic profession. But we must not forget that it was 
also a time of great progress for individual osteopathic 
physicians treating individual patients. One might say 
this period could be characterized as one in which the 
therapeutic emphasis was on man to man. 

Sweeping and astounding changes have occurred 
in our social system during the past half-century. They 
have catapulted the contemporary physician into a new 
world made over by public conscience. The new modes 
of health care, products of the twin forces of public 
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conscience and modern technology, would truly amaze 
a medical Rip Van Winkle. 

The result of all this has been the swift growth 
of a new concept of the physician’s responsibility for 
the health of his brother. Through industry, social 
welfare, and organized groups, the role of the physician 
has expanded to include every phase of the needs of his 
fellow men. Today’s doctor not only fulfills his duty 
to care for his own group of patients, but his decisions 
and actions bearing on public health also make him the 
doctor of masses of people he never sees. As we look 
back from this moment in osteopathic history, we find 
that we have already entered an epoch in which the 
personal responsibility of the physician has widened 
from the traditional man-to-man relationship to a con- 
cept that might be tagged man to Man. 

This newer view of the physician and his. role in 
society is quickly gaining predominance. One not only 
meets it in print and in speeches, but it underlies much 
of recent legislation, organizational structure, interor- 
ganizational relations, and that vaguely defined set of 
customs, habits, and “ways of doing things” that makes 
up the pattern of daily life. The osteopathic highway 
has become smoother because we no longer travel it 
alone; much of the “new” thought that is the basis 
for action in the field of health today has been con- 
tained in osteopathy from its inception. At last the tide 
of history is flowing our way. 

Now let us swing our attention from this rather 
broad survey of our profession and its place in the 
American scene to a more detailed view of the year 
immediately past. 

It is the annual custom for the A.O.A. president 
to report a number of legislative “victories.” This year 
is no exception—there have been genuine victories, and 
I shall be happy to list them. However, I think we have 
become a little accustomed to winning, and have per- 
haps become dulled to an extremely important fact. I 
refer to the change in the nature of our victories. In 
times past, the battle has been superbly fought and won 
in state after state for the right to practice our profes- 
sion. It was almost as if we were pleading with the 
coach for a chance to play on the team. But the times 
are changing. Having proved both our willingness and 
ability to serve, society, through its various institutions, 
is no longer merely permitting but asking us to serve. 
As proof of this new trend let us closely examine a few 
significant examples. 

In his January 26 Health Message to Congress 
the President of the United States carefully and spe- 
cifically included the osteopathic colleges in his recom- 
mendation for Federal support in financing research 
and teaching facilities. Also at the Federal level, there 
is a bill now (at this- writing) before Congress that 
calls for more research by the “sciences related to 
health” into the crippling and killing diseases. Again, 
osteopathy is specifically named as being one of those 
sciences. 

The Armed Services Bill, H.R. 483, commission- 
ing the osteopathic physician as such in the Armed 
Forces, seems assured of passage at this moment. 

The first osteopathic physician to hold a commis- 
sion as a junior assistant surgeon in the Reserve Corps 
of the United States Public Health Service has been 
promoted this year to senior assistant surgeon in the 
Regular Corps of the Public Health Service. That com- 
mission was confirmed by the United States Senate and 
signed by the President. I am pleased to add that a 
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second osteopathic physician went on duty with the 
Public Health Service just this month. 

The same trend of public demands, expressed 
through legislation, upon our profession can be found 
at-the state level. This year the State of Pennsylvania 
has made a $200,000 appropriation in support of the 
Philadelphia College of Osteopathy, and this recogni- 
tion of educational responsibility will probably ensure 
continuing financial aid. 

The Supreme Court of the State of Illinois handed 
down a decision giving graduates of the Chicago Col- 
lege of Osteopathy the right to take the examinations 
for full licensure in that state. A number of osteo- 
pathic physicians have already taken, and passed, those 
examinations and are now practicing with full privi- 
leges. 

For the first time, a resolution was introduced in 
one state legislature for the purpose of founding a 
school of osteopathic medicine in one of the univer- 
sities. In another state, the legislature has opened the 
door to the Crippled and Afflicted Children’s Commis- 
sion, so that negotiations for participation can be made, 

Many of the year’s advances can be subsumed 
under the category of improved cooperation with other 
major groups interested in the public health. Since they 
are too numerous to list here, I should like to cite two 
examples as representative of this whole area. First, 
negotiations are well under way to initiate our partici- 
pation in the world medical missions. Second, our 
membership in the National Health Council has afford- 
ed us the opportunity to work with forty major health 
organizations on specific projects in the public interest. 
At the moment, our share in the NHC “Health Ca- 
reers” project includes a series of articles in our lay 
magazine, plus employment of the profession’s voca- 
tional guidance machinery to further this worthy aim. 
We are now preparing to participate in next year’s 
concerted attack one on the nation’s hugest problems, 
mental health. 

Intraprofessionally, satisfying advances can be 
charted. Osteopathic Progress Fund support is at an 
all time high, as are returns from the Osteopathic 
Christmas Seal campaign. Advertising in our scientific 
and organizational publications has increased in both 
dollar volume and number of firms represented. Our 
revamped health periodical for the layman has complet- 
ed its first year, in which it attracted praise from high 
quarters and an increased circulation. Osteopathic hos- 
pital construction is undergoing a fabulous expansion, 
all the more heartening because it represents a wonder- 
ful partnership between profession and public. 


These scattered examples of a profession’s prog- 
ress are both result and cause of the sense of high ad- 
venture currently running through this profession. 
During the year I have traveled thousands of miles, 
visiting a great many divisional societies and all of our 
colleges. I was gratified to meet hope and enthusiasm 
everywhere. There is a feeling that we are about to 
embark on enterprises of great pitch and moment, a 
feeling, if you will, of impending glory. This pervad- 
ing spirit, I believe, is both characteristically American 
and characteristically osteopathic. 


Though we live in an age of jet planes and H- 
bombs, the original pioneering impulse is still valid. 
Those who wish to be modern pioneers have not a 
continent, but the field of human betterment, to conquer. 
Before looking at the future, I should like to pause to 
pay tribute to another osteopathic pioneer. Let us look 
down the past quarter century and harken to the dedi- 
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cated footsteps of our beloved retiring Executive Secre- 
tary, Dr. Russell C. McCaughan. If we find ourselves 
as a profession prepared to take a position of leadership 
in the years ahead, a great deal of the credit for that 
preparation must be attributed to him. It is with grate- 
ful hearts that we grip his hand in acknowledgment of 
his life of service to us, our profession, and the nation 
we serve. His life will be a shining peak along the road 
we have come, an inspiration as we carry on under the 
leadership of Dr. True B. Eveleth, who will succeed 
him. 

And now for tomorrow. No man dare risk very 
specific predictions of the future; history has a way of 
transcending man’s wildest dreams. But I do feel that 
as a nation and as a species we are about to enter a 
true Golden Age of health. The technical means are 
at hand to achieve it. The populace has a new health 
consciousness, as does Congress and many of the state 
legislative bodies. As a profession we have the scientific 
skill and, equally important, the will and energy to 
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bring about a level of health unparalleled in human 
history. 

This occasion, then, is something more than a 
chance to remark upon a year that has been satisfying 
to me, both personally and professionally, as your 
president and to record my gratitude to those who have 
worked with me. It is even more than a welcome 
opportunity to review with you our professional his- 
tory and its meaning. For above all, this assembly 
provides an appropriate time for reaffirmation of our 
purpose—to work for the continuing betterment of 
man’s health. 

The sage once said, “The wise man looks into 
space, and does not regard the small as too little, nor 
the great as too big; for he knows that there is no 
limit to dimensions.” 

Truth has no dimensions—and “when ye shall 
know the truth, the truth shall make you free.” 


903 N. Monroe St. 


Choriocarcinoma 


W. HARRIETT DAVIS, A.B., D.O. 


SOURCE OF MATERIAL 

At the outset it must be stated that this paper in 
no way represents an original contribution. Material on 
choriocarcinoma with adequate follow-up is meager and 
inadequate, particularly when obtained from any single 
pathologist, even though he may serve large commu- 
nities. This deficiency of material is quite evident in 
many discussions of the subject in the literature, and it 
is apparent that many times opinions have been de- 
rived from the study of small groups of cases, many 
of which were never conclusively diagnosed from a 
pathologic standpoint. 

In recent years there has been established the 
Mathieu Memorial Chorionepithelioma Registry (Dr. 
Emil Novak, acting chairman). By means of contribu- 
tions from all over this country, as well as from other 
parts of the world, this Registry has been able to 
accumulate the largest single group of proved cases of 
choriocarcinoma, along with a much greater volume of 
related material, either misdiagnosed as, or suspected 
possibly to represent, choriocarcinoma. It thus appears 
that observations and tentative conclusions reached 
by this Registry could justifiably be considered the most 
valid now available. Needless to say, I have drawn 
heavily from publications of this group. 


DEFINITION OF TERMS 

In the literature the term “chorioma” is used for 
all moles and occasionally even interchangeably with 
“choriocarcinoma.”’ Syncytial endometritis is regarded 
by some as neoplastic, and the term “syncytioma” is 
thus occasionally employed. Chorioadenoma destruens 
has been ill defined for the most part and equally mis- 
understood. Because of this over-all confusion of terms 
and exact meanings, it is necessary at this time to de- 
fine these conditions as they are to be used in this 
paper. 

Hydatidiform mole is regarded as a non-neoplastic 
degenerative process of the chorion of unknown cause. 

Syncytial endometritis is believed to represent a 
non-neoplastic process, consisting of syncytial cell in- 
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filtration of the decidua associated with an inflamma- 
tory reaction, which is usually intense. A better descrip- 
tive term would be “syncytial deciduitis,” but any at- 
tempt to change the present better-known term at this 
time would probably result in confusion. 
Chorioadenoma destruens represents an interme- 
diate group of moles (between frankly benign hydatidi- 
form mole and its malignant counterpart, choriocarci- 
noma), presenting unusual capacity to penetrate the 
myometrium and to invade blood vessels. It usually 
exhibits more marked trophoblastic proliferation than 
that observed in the ordinary mole, but it is regarded as 
a non-neoplastic process which does not metastasize 
and one which is curable by hysterectomy. 
Choriocarcinoma or chorionepithelioma is a malig- 
nant neoplasm arising from the chorion which almost 
always kills, usually with rapid widespread metastases. 


PATHOLOGIC DIAGNOSIS OF CHORIOCARCINOMA 

Of a group of 85 cases in the Mathieu Memorial 
Registry wrongly diagnosed as choriocarcinoma, 46 
were benign moles, 19 syncytial endometritis, 15 chorio- 
adenoma destruens, 3 abortion, 1 normal young decidua 
of an early ovum, and 1 degenerating tissue without 
trophoblast. This indicates the necessity for a clearer 
understanding of the three nonmalignant conditions 
most likely to be misdiagnosed as choriocarcinoma. Ap- 
parently most pathologists identify actual choriocarci- 
noma without difficulty ; the trouble is that a great many 
benign processes are also so classified. The wide range 
of changes which may occur following implantation is 
not sufficiently appreciated, and this is the real stum- 
bling block. 

There are three factors important inthe histologic 
diagnosis of choriocarcinoma: (1) It is exceedingly 
rare for well-formed villi to be seen in association with 
choriocarcinoma regardless of the degree of anaplasia 
and trophoblastic proliferation. (2) In choriocarcinoma 
solid sheets of syncytial and Langhans’ cells invade the 
myometrium, resulting in distinct muscle necrosis and 
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hemorrhage. (3) The diagnosis of choriocarcinoma is 
difficult and usually impossible to make from expelled 
material and even from curettings. Of 74 cases of 
choriocarcinoma at the Registry, only 13 had been posi- 
tively diagnosed from curettings prior to hysterectomy, 
and these were for the most part reported as strongly 
suggestive rather than conclusively positive. There- 
fore, the decision for hysterectomy often must be made 
on clinical and laboratory data, without a conclusive 
pathologic diagnosis. It should be clear, however, that 
the final diagnosis of choriocarcinoma is made by mi- 
croscopic study and not on the basis of the clinical out- 
come. 

Hydatidiform mole normally displays varying de- 
grees of trophoblastic proliferation. In fact, without 
increased trophoblastic proliferation, many feel the 
diagnosis of mole cannot be made. Unless many sam- 
ples from viable tissue at and near the points of attach- 
ment are examined, the degrees of proliferation and 
what might be interpreted as anaplasia are often not 
appreciated. Varying degrees of myometrial and vas- 
cular invasion are frequent. Always, however, with 
careful search, well-formed villi should be seen, and 
the invading trophoblast usually is in the form of 
columns rather than solid sheets and is unassociated 
with muscle necrosis and hemorrhage. Cellular anapla- 
sia does not seem to be a pertinent feature in differen- 
tiation, since many cases of choriocarcinoma display 
little or no anaplasia. 


In the condition known as syncytial endometritis, 
masses of syncytial cells are found in the decidua, often 
displaying considerable pleomorphism. They represent 
a residuum of trophoblastic cells after a normal preg- 
nancy, abortion, or hydatidiform mole. There may be 
associated trophoblastic infiltration of the nryometrium. 
An intense inflammatory reaction is observed in the 
decidua, but not usvally in the myometrium. In this 
condition, too, myometrial invasion is not in the form 
of bulky masses of cells with muscle necrosis, but oc- 
curs in tissue spaces, usually singly or in small clusters. 
The cells in the decidua in this condition are syncytial, 
whereas cells of choriocarcinoma are both Langhans’ 
and syncytial, although in certain cases or areas, one 
type of cell may appear to predominate. 

Chorioadenoma destruens is somewhat more diffi- 
cult to classify, though the essential features discussed 
above are pertinent to this type also. Some cases have 
been so designated purely on the basis of an unusual 
degree of trophoblastic proliferation. Though this is 
offered as one of the criteria for the diagnosis of 
chorioadenoma destruens, diagnosis is usually suspected 
from the clinical symptoms or, pathologically, after 
hysterectomy, by examination of the entire uterus, 
which may reveal the: distinctive penetrative capacity 
of this type of mole. Because of this invasive property, 
chorionic tissue may extend directly through the myo- 
metrium into the broad ligaments and pelvic perito- 
neum, and it may present as nodular masses in the 
vagina. Microscopically, well-formed villi are seen, but 
without the extensive muscle necrosis seen in chorio- 
carcinoma. The penetrative properties of chorioade- 
noma destruens often result in intra-abdominal and 
external hemorrhages, and the masses may be felt on 
palpation. These alarming clinical symptoms are of 
themselves indistinguishable from those of choriocarci- 
noma, but when positive differentiation is made histo- 
logically, a favorable prognosis may be rendered, since 
the condition is curable by hysterectomy. 

The other conditions occasionally misdiagnosed as 
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choriocarcinoma include normal pregnancy and abor- 
tion. Evidence seems to point to a lack of general ap- 
preciation of the range of variability in cell: forms and 
structure and the invasive properties of the trophoblast 
at the site of implantation. Studies of uteri removed 
for one reason or another shortly following pregnancy 
and abortion show this remarkable degree of varia- 
bility. 

It may seem strange that I have elected to discuss 
the microscopic features of choriocarcinoma before the 
gross features. However, it becomes clear, on careful 
consideration, that most of the real problems of the 
pathologist come in this sequence, though often a posi- 
tive diagnosis of choriocarcinoma cannot be made until 
the vterus is stvdied—occasionally not even then. 

If, however, on the basis of the clinical data and 
sometimes on the pathologic findings from curettings, 
the uterus is removed, gross appraisal becomes interest- 
ing, though unreliable. The descriptions of choriocarci- 
noma as large grumous, hemorrhagic masses attached 
to the endometrium, and especially within the myo- 
metrium, are well known, but it is clear to the patholo- 
gist that residua of benign moles and placental polyps 
may afford this so-called typical appearance, and that 
sometimes choriocarcinoma may, by comparison, ap- 
pear innocuous. Rarely choriocarcinoma has _ been 
known to regress, being impossible to locate in the 
uterus, in spite of widespread metastases. I believe the 
gross features are of no real diagnostic significance, 
other than serving as an indication of areas from which 
blocks should be taken for microscopic study. 


MANAGEMENT 

A full discussion of the clinical aspects of chorio- 
carcinoma is not feasible at this time. It should be 
noted, however, in contradiction to many early miscon- 
ceptions, that the highest incidence of choriocarcinoma 
in the Mathieu Registry series was in the third decade 
and in nonparous women. 

The proper management of hydatidiform mole 
should be clear in the mind of the pathologist who will 
be faced with the problem of interpreting tissues from 
curettings. All cases of hydatidiform mole should be 
curetted, and then followed clinically, with pregnancy 
tests at monthly intervals. If the pregnancy test re- 
mains positive after 2 or 3 months, curettage should be 
repeated. If the pregnancy tests still are positive and, 
particularly in cases of uterine subinvolution, some- 
times associated with nodulation in the adnexal areas 
or with evidence of internal or external hemorrhage, 
hysterectomy usually is indicated. In most of these 
cases chorioadenoma destruens will be found, but there 
is no way of ruling out choriocarcinoma without hys- 
terectomy, and chorioadenoma destruens may threaten 
life by virtue of its penetrative capacities. 

It is probable that at some stage in the develop- 
ment of all cases of hydatidiform mole and chorio- 
carcinoma, changes occur in the ovaries. However, the 
incidence of palpable or visible lutein cysts is reported 
in only about 50 to 60 per cent of the cases. The 
characteristic microscopic feature is luteinization of 
theca interna cells, and this is demonstrable in normal 
or slightly enlarged ovaries in the absence of charac- 
teristic gross changes. With removal of the mole or 
choriocarcinoma, the lutein cysts, if present, undergo 
spontaneous regression. An important decision, then, is 
whether or not to remove the ovaries when hysterec- 
tomy is found advisable even though choriocarcinoma 
has not been diagnosed conclusively. Cystic enlarge- 
ment of the ovaries should not be confused with tumor 
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metastasis, nor does the presence of cysts per se indi- 
cate oophorectomy. Cystically enlarged ovaries are just 
as characteristic of chorioadenoma destruens as of 
choriocarcinoma, and it is the former lesion which is 
most apt to be regarded as malignant by the clinician 
and by the surgeon at laparotomy. In most instances, 
especially in the younger age group, it is advisable to 
perform simple hysterectomy unless a positive histo- 
logic diagnosis of choriocarcinoma has already been 
established. 
CASE REPORTS 

Case 1. This is an example of a mistaken diag- 
nosis of choriocarcinoma leading to hysterectomy and 
bilateral salpingo-oophorectomy in a 15-year-old un- 
married Negress. After 6 weeks of conservative treat- 
ment for threatened abortion, curettage was performed, 
revealing 220 grams of tissue resembling hydatidiform 
mole. A pathologic diagnosis of chorionepithelioma 
was made because of the presence of pleomorphic 
trophoblastic cells. 

Ten days after curettage, a frog pregnancy test 
was positive. Four days later, laparotomy was per- 
formed. All pelvic organs appeared normal, except for 
slight enlargement of the uterus. Hysterectomy and 
bilateral salpingo-oophorectomy were done. Pathologic 
examination showed occasional small remnants of 
trophoblasts in the endometrium of an otherwise nor- 
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Fig. 1. Sheets of partially hyalinized decidual cells with blood vessel partly lined with trophoblasts. Fig. 2. Clusters of 
trophoblastic cells bordering and penetrating hyalinized decidua. 


mal uterus. A large corpus luteum in one ovary was 
thought to suggest chorionepithelioma, and a final diag- 
nosis of uterine chorioma was made. 

Review of the microscopic sections of the curet- 
tings revealed clusters of syncytial and Langhans’ cells, 
in some instances displaying considerable pleomorphism 
(Figs. 1 to 5). This feature, as pointed out above, is 
not in itself significant. Of much greater importance 
is the presence of well-formed villi (Fig. 6). It is be- 
lieved that the features seen here are within limits of 
the variable histologic patterns to be anticipated in be- 
nign moles when sections near the points of attachment 
are studied. : 

Re-examination of the sections of the uterus 
showed no myometrial invasion. An isolated remnant 
of trophoblastic cells was seen in the endometrium 
(Fig. 7). No evidence of choriocarcinoma was found. 
The enlarged corpus luteum was readily accounted for 
on the basis of the recent mole. 

One month after surgery the frog pregnancy test 
was weakly positive, and 5 days later it was negative, 
remaining so for the following year. The patient was 
discharged asymptomatic from the outpatient depart- 
ment 14 months after surgery, and there has been no 
follow-up. 

Case 2. In this 26-year-old female, the diagnosis 
of choriocarcinoma was not made until 7 months after 


Fig. 3. Dense clusters of trophoblastic cells showing nuclear pleomorphism and hyperchromatism. (See Figs. 4 and 5, high- 
power views.) Fig. 4. High-power view of Fig. 3 to show large hyperchromatic nucleus. 
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Fig. 5. High-power view of Fig. 3 to show nuclear pleomorphism and hyperchromatism. Fig. 6. Normal villus found in 


curettings. 


the possibility was first considered. The patient, gravida 
three, passed a hydatidiform mole after 3 weeks’ treat- 
ment for threatened abortion. Nothing suspicious was 
seen in sections from the curettage performed on the 
following day. After discharge, however, uterine hem- 
orrhage recurred, and 3 weeks after the first curettage, 
examination revealed slight enlargement of the uterus, 
and tissue in the cervical os. The pathology report on 
this material read: “blood clot and trophoblastic tissue 
which could be from choriocarcinoma (Fig. 8), but 
clinical-laboratory studies, as well as better material 
will be needed to make a definitive diagnosis.” 

A chest x-ray was negative. A repeat curettage 
was performed, the pathology report reading, “large 
bizarre syncytial cells in aggregates intermixed with 
large blood clots. No other tissue present. This is 
consistent with choriocarcinoma (Fig. 8), but labora- 
tory studies and more material should be obtained be- 
fore a definitive diagnosis is made.” The patient failed 
to keep a clinic appointment, and a pregnancy test was 
not obtained, but after 2 months she was readmitted 
because of recurrence of bleeding. Pelvic examination 
was negative, and a blood clot examined microscopical- 
ly showed an isolated aggregate of trophoblastic cells 
but no villi (Fig. 8). Finally a Friedman test was ob- 
tained 4 months after evacuation of the mole, and this 
was positive. A repeat chest x-ray was negative. The 


patient left the hospital without consenting to a request 
for repetition of the pregnancy test. 

Three months later the patient was readmitted to 
another hospital because of a foul cervical discharge, 
uterine bleeding, and fever. It was discovered at this 
time that she had been hospitalized elsewhere 9 weeks 
previously, at which time laparotomy was done, and 
“part of the uterus removed.” The pathology report 
was said to have been fibrosis uteri. (This material has 
not been available for review.) The subsequent course 
was considerably complicated by the presence of pelvic 
infection, and apparently the possibility of choriocarci- 
noma was completely overlooked until two additional 
pelvic laparotomies, 3 and 9 weeks later, were done. 
The last operation included subtotal hysterectomy, and 
sections from the 150-gram hemorrhagic, necrotic, 
uterine body revealed unmistakable choriocarcinoma 
(Figs. 9 and 10). The patient died 6 weeks later (8 
months after passing the mole) with extensive metas- 
tases involving the lungs and brain. 

_ This case illustrates the need for definitive treat- 
ment on the basis of clinical and laboratory data. Con- 
tinued uterine bleeding and a positive pregnancy test 
after the second curettage, 4 months after passing a 
mole, especially in view of the “suspicious” pathology 
reports, warrant hysterectomy. 


Fig. 7. Isolated area of residual trophoblasts located in endometrium. Section taken from uterus following hysterectomy. 
Fig. 8. Representative field from scanty material obtained on curettage. Microscopic appearance essentially the same in each of 
three curettings. Note the lack of villi, the filmy strands, the small clusters of trophoblasts, and relatively “innocent” histologic 


appearance. 
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Fig. 9. Myometrial hemorrhage and necrosis seen along upper border, left corner, and middle areas. Extreme left lower 
corner shows relatively well-preserved myometrium, but to the right is a fairly intense inflammatory infiltrate. Masses of tropho- 
blasts can be observed left center invading myometrium. Fig. 10. Broad sheets of the tumor are seen invading the myometrium. 
Inflammatory cells at borders of infiltration associated with muscle necrosis. Necrotic myometrium, right upper and lower borders. 


SUMMARY 

The pitfalls and some of the erroneous concepts 
in the diagnosis of choriocarcinoma have been enu- 
merated and discussed. Hydatidiform mole, syncytial 
endometritis, and chorioadenoma destruens have been 
found to be the conditions most frequently misdiag- 
nosed as choriocarcinoma. Emphasis has been placed 
on the importance of well-formed villi as virtually ex- 
cluding the diagnosis of choriocarcinoma and the rela- 
tive unimportance of so-called cellular anaplastic 
changes. It has been emphasized that a positive diag- 
nosis is seldom possible from studies of curettings 


alone and that, consequently, management usually must 
be governed by clinical and laboratory data. This ap- 
proach will, at best, result in removal of some uteri in 
which the tumor is not choriocarcinoma, but usually 
this proves to be chorioadenoma destruens, which often 
cannot be cured any other way. The final diagnosis of 
choriocarcinoma, however, must be made on the basis 
of microscopic tissue studies, usually after hysterectomy 
or from metastatic sites. Two illustrative cases have 
been reviewed. 
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WHY PEOPLE SEEK DIAGNOSTIC X-RAYS 


Of 1,200 persons interviewed in 3 cities, only 42 percent 
had voluntarily and without having any signs or symptoms of 
illness obtained one or more chest X-rays to check for tubercu- 
losis. Another 16 percent stated that they had obtained X-rays 
voluntarily, but that they had done so because they had noticed 
symptoms which they thought might be due to tuberculosis. 
Fourteen percent said they had had all their X-rays either be- 
cause other persons or groups had pressed them or because the 
X-rays had been required for one reason or another. A few 


persons had had X-rays to check for heart trouble or lung 
cancer rather than for tuberculosis. For about 10 percent who 
had had X-rays, no consistent and typical pattern could be es- 


tablished. Seventeen percent of the 1,200 persons had never 
in their lives had an X-ray. 

Whether or not a person voluntarily obtains a chest X-ray 
when given the opportunity is the result of a decision made by 
him. The fundamental problem with which this research was 
concerned, therefore, can be expressed by the following ques- 
tions: Why and under what conditions do ‘people decide to 
seek chest X-rays when given the opportunity? Why and under 
what conditions do they decide not to? Since a decision to act 
still may not result in an act, a further question must be posed: 
What conditions make it more likely or less likely for people 
who have decided to obtain X-rays actually to obtain them ?— 
Godfrey M. Hochbaum, Ph.D., Public Health Reports, April, 
1956. 
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Histamine. II: Histamine Levels and 


Symptomatology of Patients 


R. G. TAYLOR, B.S., M.A., Chairman, 
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Department of Bacteriology, Biochemistry, and Public Health 


In a previous paper we presented a brief review 
of histamine.' We gave a general, though an incom- 
plete, summary of the physiologic, biochemical, phar- 
macodynamic, and biodynamic properties and effects 
of histamine on man. It has been considered that hista- 
mine is relatively nontoxic to man when administered 
orally but highly toxic when administered by other 
methods. By intravenous administration histamine is a 
vasodilator and will, as a result, lower blood pressure 
even below shock levels. Histamine acts directly on the 
sensory nerve endings and may be a chemical mediator 
of pain analogous to acetylcholine and sympathin, both 
of which are chemical mediators of pain, but in the 
autonomic system. 

Histamine promotes gastric secretion, stimulates 
smooth muscle, and disturbs protein metabolism.’ It 
may cause extreme capillary permeability and fragility. 
It has a tendency to lower the calcium in the serum 
and to increase it in the liquid of hemolyzed erythro- 
cytes, with an accompanying shift in the reverse order 
in the potassium ion. Excessive serum histamine tends 
to lower the body temperature as well as to interfere 
with the adsorption and utilization of oxygen. Hista- 
mine produces two of the three factors, or phases, of 
inflammation in that it promotes vascular capillarity 
and increased capillary permeability.** It has been 
shown that histamine is not destroyed by perfusion 
through liver slices. 


It is the consensus of many workers that the nat- 
urally occurring amino acid, histidine, is the precursor 
of histamine.’ Histidine is found in some of the highly 
necessary proteins of the body; the keratins and hemo- 
globin are noteworthy examples. Many studies on the 
metabolism of histidine have revealed two pathways of 
breakdown. By one pathway histidine is converted by 
two enzymes, histidase and urocanase, to glutamic acid 
and ammonia: 

Histidine + histidase = urocanic acid. 

Urocanic acid + urocanase = glutamic acid + am- 
monia + formic acid. 


Following this metabolic, pathway the glutamic acid so 
formed would pass into the sugar cycle; that is, histi- 
dine becomes glucogenic, and is metabolized in the 
Krebs-Johnson cycle. The formic acid released in the 
second step of this reaction is probably reduced to 
methyl groups.® Using carbon", the carbon atom 2 of 
the imidazole ring of histidine contributes to the carbon 
of labile methyl groups that are primary requisites for 
the synthesis of choline in the human body.’ 

The second metabolic pathway or breakdown for 
histidine is decarboxylation : 

Histidine + histidine decarboxylase = histamine 
+ carbon dioxide. 


Decarboxylation is common to organic acids in general 
and is, therefore, common to many, if not all, of the 
known amino acids. There are specific decarboxylases 
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for each of a number of known amino acids. It is an 
interesting coincidence that many of the decarboxylases 
that have been studied are those produced by bacteria. 
Production of histamine by Escherichia coli was re- 
ported by Koessler and Hanke® prior to 1920. It is this 
phase of histamine metabolism or breakdown that is of 
primary interest in this paper. Although it is true that 
histidine can be converted to histamine in the liver, 
intestinal mucosa, and kidney, much physiologic hista- 
mine is of bacterial origin. 

Histamine is, first of all, a primary amine. All 
amines are toxic to man. Coupled with the toxic effect 
of the primary amine is the heterocyclic nitrogen ring, 
the imidazole ring, which increases toxicity as well as 
physiologic activity in general. Histamine is a violent 
poison with a powerful physiologic action. Subcuta- 
neous injections of 10 micrograms per kg. of body 
weight of this substance produces readily noticeable 
physiologic effects in man.® Such injections will pro- 
duce an abnormal flow of gastric juice that is almost 
devoid of the major constituents other than hydro- 
chloric acid. 

So far as our information goes today, the body 
has two pathways for removing histamine, other than 
the small amount of unchanged histamine excreted in 
the urine. One pathway is by enzymatic destruction by 
histaminase. However, it is believed at present that 
histaminase is in fact a diamine oxidase: 

Histamine + histaminase (diamine oxidase) = 

imidazole acetaldehyde + aldehyde dehydrogenase = 
imidazole acetic acid. 
The imidazole acetic acid is filtered out by the kidney 
and voided in the urine. In the second pathway of de- 
toxication, histamine is enzymatically coupled with ac- 
tive acetate and thereby converted to acetyl histamine. 
Acetyl histamine is, without a doubt, slowly removed 
from the body by the usual excretory pathways and 
may even be adsorbed on the “effector sites” in the 
various body tissues.’® 


active acetate 
Histamine + acetyl-COA 
The acetylated histamine is, perhaps, thermorynamical- 
ly unstable and the acetylation equilibrium is easily re- 
versed, thereby freeing the histamine. This reversible 
phenomenon becomes extremely significant in that free 
histamine is the form that is thought to be most readily 
adsorbed on the “effector sites” in various body tissues. 
The energy. of adsorption is great enough that it is 
difficult to displace adsorbed histamine by the antihis- 
taminics. 

The first step in our studies on histamine was to 
develop a colorimetric procedure that has made it pos- 
sible to make actual clinical determinations of serum 
histamine levels. Blood is much more difficult to handle 
than serum, and accordingly the results obtained are 
much more erratic. The serum concentrations of hista- 
mine are naturally so low as to make it necessary to 
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use a method to detect micrograms per ml. of serum. 
In the following table are the results obtained in 415 
clinical cases in which histamine studies were made. 
All values are in micrograms per ml. of serum. 


TABLE I—SERUM HISTAMINE LEVELS 


Serum Histamine 
Micrograms MI. 


No. of Patients 


39 1 
38 0 
37 0 
36 1 
35 0 
34 0 
33 0 
32. 0 
31 0 
30 0 
29 0 
28 1 
27 2 
26 0 
25 0 
24 0 
23 
22. 
21 3 
20 3 
19 2 
18 6 
17 6 
16 9 
15 15 
14 9 
13 30 
12 10 
11 49 
10 43 
9 59 
8 65 
7 43 
6 29 
5 7 
4 11 
3 
2 2 

1 0 
Total 415 


In addition to clinical studies, we have made sev- 
eral histamine determinations on so-called normal or 
healthy people in order to establish a normal serum 
level. The lowest value obtained by us was 2 micro- 
grams per ml. of serum. We found this value in two 
clinical cases and a very few nonclinical cases. Similar- 
ly, we have found a very few nonclinical cases in which 
the histamine level has been 3 micrograms per ml. If 
there is a normal histamine level it would, perhaps, be 
in the range of 2 to 5 micrograms per ml. From the 
results we have thus far obtained it seems quite prob- 
able that there is a histamine “barrier level” occurring 
at a serum level of 6 or 7 micrograms per ml. Once a 
histamine level has crashed this “barrier” it is difficult 
to restore the normal level. 

It is significant that some of the highest serum 
histamine levels have occurred in pregnancy—early 
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pregnancy with severe morning sickness and later preg- 
nancy in which the patient has bordered on the pre- 
eclamptic states. Some of the high values have been 
found in cases of asthma, especially in children. Some 
high values have been found in patients with colds in 
the acute stage and in some with persistent colds. High 
histamine levels are common in sinusitis, and moderate 
to high values are generally found in arthritis. The 
most consistently high values have been found in pa- 
tients with chronic bacterial infections. We have found 
a correlation between histamine levels and blood sugar 
levels in some peculiar syndromes. There apparently is 
a correlation between histamine levels and anoxic con- 
ditions. There is an explosive release or production 
of histamine in burns; it is released in the injured 
tissues at the time of the burn but later may become 
more generalized or systemic. We are currently study- 
ing the relation and effect of histamine in various new 
and different phases of comparative biochemistry. 

The part played by histamine in the hypersensitive 
states and/or allergic reaction and the relationship 
histamine bears to anaphylaxis!" have been extensively 
studied. The latter has been under investigation for 
several years. The literature covering these phases of 
the physiologic activity of histamine is fairly complete, 
and many excellent reviews are available. 

We are at present making a rather extensive and 
intensive study of the production of histamine by var- 
ious bacteria. We have used a series of pure cultures 
of bacteria in some of our studies. The results so far 
obtained from this series of studies have been interest- 
ing and enlightening. We are also doing similar studies 
using multiflora. The results obtained to date from 
this series of studies have been revealing and extremely 
significant. A primary purpose of our studies is to es- 
tablish, if possible, a closer correlation between the 
histamine that is produced by bacteria and its relation- 
ship to various diseases in man. Multiflora grown on 
suitable broth media have produced 33 micrograms of 
histamine per ml. in 24 hours. We have also found 
patients’ serum histamine level to be the same as that 
produced by the flora infesting the gastrointestinal tract 
when the bacteria are grown on broth media. 

As we have previously stated, histamine is both 
an accelerator and an inhibitor of biochemical and 
physiologic processes. Histamine is a chemical an- 
tagonist of epinephrine. In turn, epinephrine activity 
antagonizes the activity of insulin. Then the questions 
arise: Is a high serum histamine equivalent to hyper- 
insulinism? May not such biochemical processes be 
relative, that is, one of degree of activity rather than 
one of absolute activity? Just how great is the effect of 
excessive histamine on serum proteins and other body 
proteins? Will it decrease oxygen adsorption and utili- 
zation to the extent of producing a condition of anoxia? 
Will high histamine levels lower redox potentials in the 
body? Histamine is strongly basic and will, of course, 
help to raise the hydrogen ion concentration of the 
blood. What is the effect of this elevation of the hydro- 
gen ion concentration on the biochemical and physio- 
chemical processes of the body? We will answer some 
of these questions in the next paper of this series. 
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The opinions and conclusions presented in: this 
paper have been reached after a combined practice in 
the field of peripheral vascular diseases of more than 30 
years. During this time we have observed that the 
| etiology of these ulcerations remains unchanged and 
| the diagnosis is established in the same fashion as 
| always. Only the treatment of these conditions has 
varied; and when Andrew Taylor Still’s basic tenet, 
| “The rule of the artery is supreme,” is forgotten or 

violated, success in treatment cannot be achieved. This 
fact holds as true today as it did when Doctor Still first 
expounded it. 

The chronic ulcerations of vascular origin affect- 
ing the lower extremities most often encountered in 
everyday practice are, in order of frequency, ulcera- 
tions of venous insufficiency, ulcerations of arterial 
insufficiency, and ulcerations resulting from a combina- 

| tion of venous and arterial insufficiency. 
| 
| 
| 
| 


ULCERATIONS OF VENOUS INSUFFICIENCY 

Ulcers of venous insufficiency are of two types: 
varicose ulcers resulting from varicose veins, and post- 
phlebitic ulcers which follow iliofemoral thrombophle- 
bitis. The latter are often referred to as phlebitic or 
thrombotic ulcers, and iliofemoral thrombophlebitis is 
sometimes referred to as milk leg or phlebitis. 

Varicose Ulcer.— 

A varicose ulcer classically appears on the inner 
aspect of the lower leg above the medial malleolus. 
This point represents the termination of the retrograde 
column of venous blood flowing through an incompetent 
great saphenous vein. If a varicose ulcer is located on 
the lateral aspect of the ankle, it is usually due to an 
incompetent lesser saphenous vein which carries a 
column of venous blood from the popliteal vein down 
to this point. Varicose ulcers are found elsewhere on 
the lower leg, ankle, or foot, but these are less common 
locations. 

Varicose ulcers are always fed by varicose veins, 
either the great or lesser saphenous veins or branches 
of them. Examination is conducted with the patient 
standing, preferably on a low platform or examination 
table. If littke edema surrounds the ulcer, the feeding 
veins can be clearly seen and are easily palpated. If 
considerable edema is present, and this is usually the 
case, the varices feeding the ulcer are obscured from 
vision and are difficult to palpate owing to edematous 
flesh. Generally speaking, varicose ulcers are infected 
by mycotic and bacterial organisms, either of which 
may cause complicating dermatitis, cellulitis, and 
lymphangitis. 


*This paper was a of a Symposium presented at the Fifty-Ninth 
Annual Convention of the American Osteopathic Association, July 21, 
1955. 
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Usually, patients with varicose ulcers volunteer a 
history of varicose veins of many years’ duration be- 
fore the ulcer appeared. Occasionally patients are not 
cognizant of the fact that these prominent tortuous 
veins coursing down their leg are varicosed. Rarely do 
they realize that great quantities of venous blood con- 
taining the sewage and refuse of the blood stream are 
flowing downward through these veins to accumulate 
in the more dependent portions of the extremity. The 
tissues are water-logged with the impurities of venous 
blood, which interferes with normal vascularity and 
creates local anoxia and nutritional failure, and break- 
down of skin follows. At this stage there is mechanical 
interference with normal arterial supply due to the 
superabundance of venous products in the immediate 
vicinity of the ulcer. It is the very presence of this 
overwhelming quantity of venous blood and edematous 
fluid which sets the groundwork for the ulcer and 
which perpetuates it once it forms. The logical treat- 
ment of this condition is then obvious. 

In order for a varicose ulcer to heal edema must 
be eliminated, and the retrograde flow of venous blood 
through incompetent veins must be interrupted. If this 
is accomplished healing cannot be prevented. Merely 
elevating the extremity above heart level and keeping it 
there long enough will be successful, if not practical. 
Applying elastic compression bandages or Unna-type 
boots will gradually pump the edema out of the lower 
leg and foot by supporting the peripheral heart, and 
spontaneous healing of the ulcer will take place. How- 
ever, the healing of varicose ulcers by elevation or 
compression of the leg is temporary at best, for the 
real etiologic factor has not been attacked. The vari- 
cose veins that created the circulatory stasis which re- 
sulted in ulceration must be eliminated. This is achieved 
in a variety of ways and with varying degrees of per- 
manent success. 

It is our practice to apply a bland, nonirritating 
ointment dressing over the ulcer, and a highly elastic, 
rubber reinforced compression bandage is then wrapped 
around the leg and foot, covering it from the base of 
the toes to the crease behind the knee. The compression 
bandages are applied upon arising each morning and 
are removed at bedtime. It is the pumping effect of the 
elastic bandage when the calf muscles work that actual- 
ly heals the ulcer—not the ointment. 

Whatever ointment is used should be soothing to 
the ulcer and surrounding dermatitis and, what is more 
important, it should prevent the gauze from adhering 
to the ulcer surface. The fact should always be kept 
in mind that the ulcer itself and the surrounding skin 
are extremely sensitive to drugs. Aggravation of the 
ulcer and spreading of the dermatitis are frequently 
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promoted by the use of many of the currently popular 
ointments. A plain thin Vaseline dressing serves well 
for this purpose. Above all, the use of excessive quan- 
tities of any ointment should be avoided, or maceration 
of tissue will result. If the ulcer is painful, analgesics 
are prescribed. Antihistamines are indicated for relief 
of pruritus. 

In cases with considerable edema and dermatitis, 
or when the patient is unable to apply the elastic ban- 
dages in a smooth effective fashion, an Unna-type boot 
is used. This dressing is extremely useful and, with a 
little practice, is easily applied. A gauze dressing im- 
pregnated with a zinc oxide and glycerin medium, 
available as Contura dressing or Gelocast, is applied 
directly over the foot, ankle, and leg from the base of 
the toes to the crease behind the knee. This dressing is 
applied directly to the leg, and no ointment or other 
medication touches the ulcer or skin. An elastic ad- 
hesive bandage is then applied over this dressing in a 
firm, uniform fashion. This first boot remains in place 
for approximately 3 or 4 days at which time it is re- 
moved and a new one applied. Boots are usually 
changed at weekly intervals thereafter. Approximately 
3 to 4 weeks are required to effect healing of the ulcer 
in the average case. 


When the ulcer is healed, the ideal time has arrived ° 


for eliminating the causal varicose veins. During any 
type of direct treatment of varicose veins, whether by 
sclerosing injections, surgical removal, or a combina- 
tion of these, firm elastic bandages must be applied to 
the extremity until complete rehabilitation of the venous 
return has been achieved. 

As the technics of treating varicose veins have 
been thoroughly described by the speakers preceding 
us on this Symposium,’? it would be repetitious to 
cover that subject. Suffice to say that healing the ulcer 
is one phase of treatment and preventing its recurrence 
by eliminating the responsible varicose veins is the 
other. It is most important to determine when surgery 
or injections should be performed, for serious com- 
plications may result from either type of treatment if 
the circulatory status of the extremity has not been 
sufficiently improved to withstand it. It is also ex- 
tremely important that the complicating fungous and 
bacterial infections in these ulcers be eliminated by the 
judicious use of soaks, antibioticS, and chemotherapy. 

Postphlebitic Ulceration.— 


More than one third of all people who have suf- 
fered from iliofemoral thrombophlebitis eventually de- 
velop postphlebitic ulceration. The high incidence of 
these exquisitely painful and disabling ulcers places 
them in a category of top level therapeutic importance. 
Countless working days are lost in the business and 
industrial world, and years of misery are suffered by 
the discouraged victims of postphlebitic ulceration. A 
high percentage of these patients continues to suffer 
indefinitely in spite of the expenditure of hundreds or 
thousands of dollars on treatment over a period of 
years. The chief reason for poor or mediocre success 
in treatment stems from these common faults: incor- 
rect diagnosis, erroneous or inadequate treatment, and 
failure of the patient to continue to provide the neces- 
sary elastic support to the involved extremity for a 
sufficient length of time after healing has occurred. 

The classical postphlebitic ulcer is found in much 
the same location on an extremity as is a varicose ulcer. 
Generally, it has the same outward appearance, which 
too frequently results in its being identified and treated 
as a varicose ulcer. This is the first error usually made. 
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A careful history, which is of vital necessity in the 
determination of any diagnosis, invariably elicits the 
fact that at some previous time, usually following sur- 
gery or an accident or, less frequently, associated with 
a debilitating disease, the patient was confined to bed 
for a period of weeks or months with a grossly swollen, 
painful leg. There is the history of iliofemoral throm- 
bophlebitis preceding ulceration by a few years. 

When thrombophlebitis involves the iliac and 
femoral veins, a complete blockage of the major venous ~ 
pathways of the extremity occurs. The femoral and 
saphenous system of veins is occluded by thrombosed 
venous blood, and only the collaterals, the relatively 
small subcutaneous and muscular veins, carry out the 
venous return. Often the lymphatic system of the ex- 
tremity is overwhelmed by the inflammatory process 
and the result is damage to it. When the lymphatics are 
severely damaged, lymphedema is added to the edema 
of venous insufficiency. In such instances the daily use 
of firm elastic support to the extremity becomes abso- 
lutely imperative. 

When the femoral and saphenous system of veins 
is thrombosed, the valves in these veins are incorpo- 
rated in the inflammatory process and are damaged 
beyond repair. When ultimate recanalization of the 
veins occurs, the damaged valves are unable to prevent 
a retrograde flow. It is following the establishment of 
this downward flow of venous blood through incom- 
petent femoral and saphenous veins that postphlebitic 
ulceration develops. 

A varicose ulcer results from a retrograde flow of 
venous blood through a saphenous vein, whereas, in 
postphlebitic ulcer, both the saphenous and femoral 
veins are incompetent. It is extremely important to 
have this fact in mind when dealing with a postphlebitic 
ulcer, for when only the incompetent saphenous com- 
ponent is considered in postphlebitic ulceration, the 
surgical treatment is obviously inadequate. This is the 
second frequent error. 

It is our practice to follow essentially the same 
basic therapeutic regimen with postphlebitic ulcers as 
with varicose ulcers. The mycotic and bacterial infec- 
tions are treated with soaks, antibiotics, and chemo- 
therapy. Antihistamines are extremely beneficial in 
managing the pruritic manifestations of the ever- 
present stasis dermatitis. Compression bandages or 
Unna-type boots are used to eliminate edema and effect 
healing of the ulcer. Direct surgery is then performed 
on incompetent veins, both saphenous and femoral. 
Very often patients are found to be suffering with a 
generalized weeping pruritic rash, in addition to an 
exquisitely painful ulcer. Some of them are so miser- 
able with pain and pruritus that they must be put to 
bed with their legs elevated until the acute symptoms 
subside. Mild lotions or compresses are applied to 
areas of dermatitis, and heavy doses of antihistamines 
used to halt the itching. Occasionally, Acthar gel may 
be necessary to alleviate the more severe dermatitis 
symptoms. Secondary infections with cellulitis and lym- 
phangitis require antibiotics or chemotherapy. When 
the skin manifestations are controlled, the patient is 
treated on an ambulatory basis as previously described. 
When the circulatory status is improved. to an optimum 
degree, surgical rehabilitation is undertaken. 

The rationale behind the surgical approach to the 
postphlebitic extremity must take into consideration the 
fact that both the saphenous and femoral veins have 
been irreparably damaged. Elimination of the retro- 
grade flow of venous blood through one and not both 
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is as illogical as repairing only one of two holes in the 
roof of a house. Therefore, when a surgical procedure 
is performed, we follow the exact technic of ligating and 
dividing the great saphenous vein at the femoral level as 
described by the preceding speakers on this Symposium.*? 
At this point in the operation, work on the great saphe- 
nous vein temporarily stops. The fascia lata on which 
the great saphenous vein rests is longitudinally divided. 
The sheath containing the femoral artery and vein is 
exposed and split from the fossa ovalis to a point 10 
cm. below the deep femoral level. Sympathetic nerve 
fibers are carefully stripped from the femoral artery 
along with the outer layer of its adventitia. This ac- 
complishes periarterial sympathectomy which markedly 
reduces vasospasm. The femoral vein is doubly ligated 
and divided immediately below the deep level. The 
retrograde flow of blood through the femoral vein 
below this point has now been interrupted. Operative 
work on the saphenous vein is again begun, and as 
complete a stripping procedure as is possible is per- 
formed. 

In rare instances, skin grafting is required to ob- 
tain complete closure of the postphlebitic ulcer. This is 
necessary when a dense avascular bed of cicatricial 
tissue underlies the ulcer base. However, skin grafting 
alone will never succeed, for the graft will promptly 
slough if the other measures we have enumerated in the 
general over-all treatment have not been performed. 

The postoperative management of these cases re- 
quires the wearing of highly elastic compression ban- 
dages correctly applied over an extended period, the 
average being from 6 to 12 months. Often the patient 
discontinues their use too soon or uses bandages that 
have lost their elasticity. This is the third common 
error. 

In conclusion of our discussion of venous ulcers, 
the following is re-emphasized : 

In a postphlebitic state irreparable damage has 
occurred to the two major venous systems, the saphe- 
nous and femoral, that normally drain the involved 
extremity. As a result the venous return is accom- 
plished entirely by collateral veins. This collateral 
venous system will do a good job when assisted in its 
efforts by surgical procedures that eliminate varicose 
veins and interrupt the retrograde column of venous 
blood which occurs in the recanalized femoral vein. Too 
much importance cannot be placed on the use of ade- 
quate elastic support to the affected extremity until 
such time as the collateral venous return has reached 
its maximum efficiency. 

ULCERATIONS OF ARTERIAL INSUFFICIENCY 

In contrast to ulcerations due to chronic venous 
stasis are ischemic ulcerations, manifestations of ar- 
terial occlusive diseases. Considered here will be lesions 
associated with arteriosclerosis obliterans, diabetic 
arteriosclerosis obliterans, thromboangiitis obliterans 
(Buerger’s disease), endarteritis obliterans, and hyper- 
tensive ulceration. These are commonly seen in general 
practice, and we shall review their morbid tissue 
changes, symptoms, and treatment. Chronic pernio and 
erythema induratum will not be discussed because of 
space limitations. 

Sym ptoms.— 

The nerve endings are starving for food and oxy- 
gen, and pain results. The pain is worse at night while 
at rest because the patient is horizontal, and the flow 
of arterial blood through an occluded vessel is less in 
that position than in the erect position. The patient may 
let his leg hang over the side of the bed, the flow of 
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blood then being assisted by gravity. This natural phe- 
nomenon of the flow of fluid (blood) downhill is of 
great import in the management of ischemic ulceration. 

There is no edema present in ischemic ulcer, 
Swelling, as mentioned above, is a criterion of venous 
stasis and is not part of the symptom complex of arte- 
rial occlusion. However, as ischemia progresses and 
the patient finds he is more comfortable with the in- 
volved extremity in a dependent position, orthostatic 
edema follows from long hours of dependency. 

The average patient with ischemic ulceration com- 
plains of intermittent cramping of the calf muscles 
after exercise, such as walking a city block or two. 
This should direct thinking away from ulceration due 
to venous stasis, for the latter patient benefits by exer- 
cise and ambulation and suffers muscle cramps while 
at rest. 

Another diagnostic hint might be that the patient 
not only suffers pain at the site of the lesion but also 
complains of pain radiating throughout a toe or a part 
of the foot along terminal nerve fibers. This distressing 
symptom is ischemic neuritis and comes on while the 
patient is at bed rest—invariably at night—and is re- 
lieved by assumption of the erect position. 

The temperature of the extremity is lower than 
average as a result of inadequate circulation. 

On elevation of the involved extremity, it will 
likely be noted that the foot blanches excessively and 
takes on a cadaveric-like hue. On prolonged dependency 
the ischemic foot exhibits excessive rubor. 

Arteriosclerotic ulcers occur in people over 50 
years of age. Lesions due to Buerger’s disease are seen 
predominantly in the younger age group, that is, 
under 50. 

Arterial pulsations (femoral, popliteal, posterior 
tibial, and dorsalis pedis) are diminished or absent, 
depending upon the degree of lumenal occlusion. 

Migrating superficial phlebitis (in the absence of 
varices) is invariably pathognomonic of thromboan- 
giitis obliterans. 

In endarteritis obliterans and hypertensive ulcera- 
tion all pulsations are present. Patients do not com- 
plain of claudication. With endarteritis obliterans, the 
ulcerations are located on or between the toes and the 
digits are cold, the foot as a whole being warm. In 
hypertensive ulceration pulsations are full and bound- 
ing and oscillometric readings are frequently better 
than normal. The feet and toes are warm in the aver- 
age case. 

Hypertensive ulcers occur predominantly in dias- 
tolically hypertensive females and are frequently bilat- 
eral, appearing on the anterolateral aspect of the leg 
at the junction of the lower third with the middle third 
or at or about the malleoli. These patients likewise are 
more comfortable with the leg hanging. Hypertensive 
ulceration occurs rather suddenly. Infarction and local 
necrosis seem to follow occlusion of arterioles sup- 
plying the skin. 

Roentgenograms visualizing vascular calcification 
and prolonged dorsal vein filling times will aid in dif- 
ferentiating venous from ischemic ulcerations. 

Treatment.— 

The treatment of ischemic ulceration is directed 
toward increasing arterial circulation by any means. 
With this in mind, the extremities should never ‘be ele- 
vated. Unfortunately, the fundamental principles of a 
fluid (blood) flowing through a pipe (calcified vessel) 
are too easily forgotten, and extremities with ischemic 
ulcers are too frequently placed in an elevated position. 
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Irreparable damage is done, leading to irreversible 
necrotic changes and amputation. Ingestion of alcohol 
not only acts as a peripheral vasodilator but also is 
euphoric. Tobacco should be eliminated. Bland oint- 
ments and mild boric acid solutions are comforting. 
Application of heat to the involved extremity is dan- 
gerous, but the patient may wear wool socks or stock- 
ings. The involved leg ‘can be swathed in cotton batting 
to maintain local body heat and also to protect from 
trauma. Deproteinated pancreatic and other tissue ex- 
tracts have been employed with favorable results. For 
secondary infections antibiotics are best used system- 
ically ; locally they can be irritating. Powdered blood 
cells are helpful at times. Needless to say, concomitant 
diabetes or syphilis must be controlled. 

We routinely elevate the head of the bed on 4-inch 
blocks so as to aid the flow of arterial blood to the 
ulcerated area. The use of higher blocks may result in 
orthostatic congestion of the extremities and superim- 
pose edema upon the already occluded vessels. 

Vasodilating drugs have an important place in 
therapy, but if they are unsuccessful after a fair trial, 
they should be abandoned and lumbar sympathectomy 
performed. This surgical procedure affords the patient 
maximum vasodilation in the extremity, which is where 
it is needed. Unfortunately, the trial of vasodilating 
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drugs frequently is too prolonged, and _ irreversible 
gangrenous changes occur which lead to loss of the 
extremity. 

It must be kept in mind that certain patients with 
ulceration due to varices or postphlebitic stasis may 
also develop ischemic ulceration associated with chronic 
arterial occlusion. In this instance, treatment is directed 
simultaneously to enhancement of venous drainage and 
improvement of arterial circulation. 

In conclusion of our discussion of several of the 
more common ischemic ulcerations and their symptoms, 
the following are emphasized : 

Differential diagnosis requires knowledge of the 
signs and symptoms—no special equipment is needed. 
Treatment is primarily directed toward improvement of 
arterial circulation rather than to the lesion itself. It is 
most important that an ischemic extremity should not 
be elevated. Regional sympathetic ganglionectomy should 
be performed before irreversible necrotic changes have 
taken place. 

In patients suffering from chronic ulceration due 
to a combination of venous stasis and progressive 
chronic arterial occlusion, therapeutic measures are 
taken not only to enhance arterial circulation but also 
to develop better venous drainage. 
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Obesity 


THOMAS J. MEYERS, Ph.D., D.O., F.A.C.N. 


The problem of obesity is everywhere. Obesity is, 
by its nature, a fleshly disorder, suggesting an overem- 
phasis on sensuousness* in the way of life of those 
who are its victims. This overemphasis of sensuousness 
is a personality characteristic symbolic of softness, of 
weakness, of diminished control over the demands of 
the senses. Such widespread weakness is a national 
problem. In obesity the pleasure ‘one ordinarily asso- 
ciates with sensuousness is impaired by an evident 
prevalence of anxiety which also seems to be every- 
where. A feeling of insecurity is implied by the 
money our government is spending for social security 
and national defense. Strength is sought in the Army, 
the Navy, and the Air Force and in Social Security, 
when actually the weakness is within the individual, and 
fatness is closely tied to the problem of the individual. 

Obesity, however, is not new. It has been present 
since the beginning of recorded time, disappearing at 
times of famine, but flourishing when prosperity and 
wealth are widespread. Leanness is and has been a 
positive characteristic. The early Greeks, for example, 
looked with envy across at the island of Crete because 
the Cretans had a magic formula which kept their 
women slim, with wasplike waists. Their reputation 
traveled about the world because somehow they had 
developed a remedy for overweight. History noted 
from time to time this constant struggle with obesity. 
For instance, Banting’ wrote his famous letter on 

*The words “‘sensuousness” and “sensuous,” rather than ‘‘sensual- 
ity” and “sensual,” are used in this paper because the great majority of 


overweight people eat too much without indulging to the degree of glut- 
tony or carnal sensuality. 


Pasadena, Calif. 


corpulence to the public in the mid-nineteenth century 
after consulting one orthodox authority after another, 
noting their counsel and advice, and coming finally to 
his excellent ‘‘adviser,” in whose honor he wrote what 
really amounts to a monograph. To this day his little 
book is quoted in textbooks, and his diets and recom- 
mendations are still being prescribed. In 1816 William 
Ladd? published a book entitled “Cursory Remarks on 
Corpulence” or “Obesity Considered as a Disease; the 
Critical Examination of Ancient and Modern Opinions 
Relative to its Causes and Cures.” He mentioned in 
this little treatise cures, such as chewing tobacco, fennel 
water, acids of various kinds, soap, and eating of much 
salt, all for the purpose of absorbing fat and producing 
thirst. But near the end of this very interesting little 
study, the author adds that the person depending solely 
on the benefit to be derived from using any of these 
items will be grievously disappointed. 

In going through some old medical books I came 
across a work by a homeopath who practiced 80 to 90 
years ato. The author was introducing a new remedy 
called Fucus vesiculosus which, he stated, had wonder- 
ful qvalities.* He gave it to an obese patient on a trial 
basis for some other physical complaint ; after 2 weeks 
dark substances were noted in the patient’s urine, and 
she began to lose weight. Following publication of this 
report, it was not long before other reports began to 
appear in the homeopathic literature, noting especially 
the dark substance in the urine and loss of weight. Not 
very much Fucus vesiculosus is marketed today, which 
probably tells the story of its effectiveness more real- 
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istically than any detail of its use, for if it were rea- 
sonably consistent in its effects it would have sup- 
planted all the popularly heralded remedies for obesity 
today. 

Ordinarily obesity is included among diseases of 
metabolism, or it is perhaps considered to be an endo- 
crine condition. Evans* has written a lengthy section 
on the subject in “Diseases of Metabolism.” It contains 
an exhaustive discussion of the measure of energy ex- 
change, a description of a series of diets of all kinds, 
and instruction in measuring calories and making food 
substitutions. Only one page is devoted to the emo- 
tional factors concomitant with obesity. In the classic 
work of Von Noorden,’ which is still a standard refer- 
ence book in medicine, the section on obesity contains 
hardly a mention of the fact that people become heavy 
largely because of overeating; nor is any consideration 
given to the fact that a person overeats for some reason 
other than physiologic malfunctioning. In a later rather 
exhaustive treatise by Rony,® still practically no em- 
phasis is placed on these factors. However, in a mono- 
graph published in 1949 by Rynearson and Gastineau’ 
a rather comprehensive discussion of the psychologic 
factors of obesity is included, which, however, is 
colored somewhat by the authors’ biologic orientation. 
For example, they state that the emotional factors orig- 
inally leading to obesity should not cause the physician 
to overlook the conflicts resulting from the obesity itself 
and tending to perpetuate it. Here the situational fac- 
ors are given increasing weight in the psychologic con- 
stellation, and probably correctly so. These authors 
also briefly discuss the psychotherapy of obesity. Of 
this they state that the impression which the personality 
and attitudes of the physician make on the patient can 
be placed under the term “psychotherapy.” This term 
also includes all of those nebulous psychologic factors 
that make up the doctor-patient relationship. The phy- 
sician whose manner inspires confidence and a desire to 
follow his orders is most likely to be successful. 


From the beginning of time down to the present 
obesity has probably been pretty much the same type 
of problem. There is not much mystery to it. It is 
known, for example, that the number of cases which 
are primarily due to endocrine dysfunction are so neg- 
ligible that they may be dismissed from consideration ; 
Cushing’s syndrome which is often referred to as moon 
face, pot belly, and buffalo hump is really an infre- 
quent clinical occurrence. When the doctor is confront- 
ed by a case of obesity, he can be reasonably sure that 
it is the result of one thing—too much food. Eventual- 
ly, students of this problem nearly always come to this 
conclusion.® 


Insurance companies have interesting statistics 
about obesity. This is important to them, for they reg- 
ulate their income and protect their funds on the basis 
of statistical probabilities.* These records show that an 
obese person is not a good insurance risk, for the fatter 
the person, the sooner he is expected to die, which 
means, of course, the sooner the insurance company 
will have to pay off on the policy he carries. When a 
person is obese, his arteries are strained, his heart over- 
loaded, his stomach and other organs crowded and 
overworked, and the extra weight has a distorting 
effect on posture and body structural balance. Statistics 
show that 2.1 of each 100 individuals under the age of 
35 years are 20 per cent overweight. From 35 to 45 
years of age, 10.5 of 100 females are too heavy, and 4 
of every males are too heavy. In the group 55 and 


Journal A.O.A, 
August, 1956 
over, 10.4 per 100 females and 4.8 per 100 males weigh 
too much. In the United States the over-all average of 
all ages 20 per cent or more overweight is 12.9 per 
cent. This is a considerable percentage of the popu- 
lation.® 
The problem has been the same—for the early 
Greeks, for the people of the Middle Ages, and for 
contemporary students of the problem of obesity—how 
people can be kept from eating too much. There is no 
magic remedy available. Some years ago when I felt 
that obesity was basically an endocrine problem, in 
treating a woman who weighed 300 pounds, I pre- 


scribed some endocrine substances. She quickly lost 50 | 


pounds, which seemed to confirm the endocrine basis of 
the case. However, she lost no more weight, and a 
hundred cases subsequently failed to respond as well 
or at all to the same approach. ~ 

A study of the etiologic factors was conducted by 
Freed’® who asked 500 obese subjects if they ate more 
or less when they were nervous and worried. Of the 
500, 375 replied that they ate larger meals or that they 
ate more frequently ; 95 of the remaining 125 ate when 
they were idle, tired, or bored. Of the persons studied, 
the majority confessed to eating more than they should. 
Danowski and Winkler" conducted a clinic for obesity 
at Yale University, and of 87 patients weighing be- 
tween 200 and 484 pounds, 67 were studied in some 
detail. Of these, 19 failed to lose weight or gained it 
during the period of their treatment; 12 lost less than 
10 pounds ; 24 lost from 10 to 30 pounds over a period 
of several months to 12 years; and 12 lost 30 pounds 
or more. Treatment in this group was successful in 1 
out of 5 cases, but when the patients were checked 2 
years after termination of treatment, almost all of 
them had relapsed and regained their weight. This was 


_a negative project as far as the treatment of obesity 


was concerned, but it is characteristic of the problem 
from the standpoint of medical therapeutics. 


There is not an answer yet, any more than there 
was in early Greece. The Greeks tried to find a method 
of keeping people from eating too much but, aside from 
actual starvation, they did not succeed. Man from the 
beginning of history has been looking for a magic pill 
which would allow him to have his cake and eat it too. 
He is today looking for a remedy which will allow 
him to enjoy his sensuousness and still be slim and 
slender, something that will allow him to keep his appe- 
tites but correct the evil effects of them. 


An analysis of the problem of eating too much 
requires differentiation between hunger and appetite. 
Hunger is physical and is felt as an actual pain or 
sensation. The pain may be gnawing in nature when 
hunger is great. This is caused by contractions of the 
stomach when it is empty and the body requires food. 
Appetite, however, is related to previous sensations of 
taste and smell of food. One is related to physical 
movements of the gastrointestinal tract and the other 
is related to experience. There are important psychic 
elemerits involved in appetite. Hunger is an elemental 
sensation which demands relief, but appetite implies a 
wishing or longing for something that is especially 
desirable. A person is greatly influenced by his appe- 
tite. He is tempted by it and will seek satisfaction, 
which in essence is an attempt to renew the pleasure 
he had previously experienced. Hunger may be abol- 
ished by the first few mouthfuls of food or by raising 
the blood sugar level. On the other hand, hunger may 
be stimulated by a drop of about 25 per cent in the 
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blood sugar, but the blood sugar level has no effect 
on appetite. 

The question, then, is: “What is appetite ?” for pre- 
sumably that is the cause of obesity. If it were a simple 
matter of satisfying hunger, a small amount of food 
would suffice, but experience with obese patients 
shows only too well that they are not content with a 
small amount of food. Such people complain that they 
are hungry after eating, and at odd and inconvenient 
times, and when they feel hungry they have to eat. It 
is not an uncommon sight to see a heavy woman sitting 
at a soda fountain eating a calorie-rich banana split or 
some carbohydrate-rich dish; it would be surprising to 
see her drinking a cup of coffee and munching a 
cracker. It is an association that is common, for the 
heavy person is also a heavy eater. Appetite has a tie 
to things that go on within the individual, for it is part 
of his psychic and emotional nature. This is so com- 
monplace that it is taken as a matter of course. 


Surroundings influence the pleasure people expe- 
rience when eating. An attractive room, with flowers 
and nice music, makes the food more delectable and the 
whole occasion more pleasurable. Therefore, it is not 
a question of food only, for few people would be con- 
tent to gulp down in a dark closet the food. necessary to 
keep alive. On the contrary, food is likely to be eaten 
with ceremony and special dress, and company fre- 
quently marks the occasion. There are few persons 
who have not lost their appetites some time or other 
because of some unpleasant person or circumstance or 
because the food itself was unappealing. 


All this is related to experiences in the earlier 
years of the individual’s life, and no two people are 
alike. Some children begin to balk at the idea of eating 
very early in life; they refuse to eat or become very 
finicky. In one experimental study very young children 
were surrounded with all essential foods and were al- 
lowed to choose what they wished to eat. For a time 
a child would eat exclusively of certain foods and sud- 
denly switch to others, apparently being guided by some 
inner craving rather than psychic stimuli.’ However, 
when children are conditioned to eat specified foods at 
specified hours they lose this native selectivity. In other 
words, they are conditioned to eat what adults choose 
for them. 


The problem with which this paper is concerned 
is appetite and the mechanisms which produce it. No 
one will complain about the pleasurable aspects of eat- 
ing under ordinary circumstances. But the person who 
goes beyond the limits of normal eating is like the 
drinker who takes one drink and cannot stop.. The 
question is: What is it that causes some people to eat 
excessively, to nibble, to pick, or to gulp food? 


Bruch and Touraine'* made a study of 140 obese 
children, going into their backgrounds exhaustively, 


including the history of the parents. The study covered: 


in detail the conditions under which the parents lived, 
the environment which prevailed at the time the child 
was born, and the conditions under which the child had 
lived. The group of children came from an underprivi- 
leged area of New York. Many of the parents came 
from Europe, and many had numerous problems. How- 
ever, the facts elicited were not greatly different from 
those experienced by the average individual in his life- 
time. 


In the families studied, the father occupied a sub- 
ordinate role in the emotional life of the family and a 
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dominant mother “ruled the roost.” In such families 
the father slips into a recessive position and, if the 
mother is not constantly criticizing him, she relegates 
him to a position of unimportance and takes over, feel- 
ing at the same time a certain amount of frustration 
over the fact that he does not care for her adequately. 
This results in a state of frustration which she takes 
out on the children. They, in a sense being rejected and 
at the same time espoused and overprotected, are in- 
dulged in material things, usually food. In analyzing 
the budgets of these families, it was found that there 
is much complaint about the cost of clothes which the 
oversized children wear, but no complaint about the 
food they eat. In the homes of these people, many of 
whom have difficulty finding money to pay the rent and 
who insist they do not have a thing to wear or eat, 
visiting workers will find on the stove four or five pots, 
full and smelling very appetizing. Food has a certain 
role in the lives of these people which is of great emo- 
tional value. It is tied into an emotional positiveness 
and carries with it something the individual does not 
get anywhere else. 


Parents also attempt to inflict on their children 
dreams which they themselves have failed to realize. 
They will frequently say, “Well, I’ve been deprived of 
all this; my child is going to live it for me, he is going 
to live out the dreams which I could not attain. Here 
is the chance for me to attain my objectives.” When 
such parents give affection, they do not give the love 
which the child craves, but rather they overfeed him. 
Food is to them a form of love. When such parents 
speak of their children, they will say, “He is such a 
good child, he has such a good appetite.” “He eats so 
well.” “He has a tremendous appetite.” “He eats vora- 
ciously.” “Really, food is the only thing that interests 
him.” “He drinks two quarts of milk a day for me.” 
“She has such a good appetite that the neighbors call 
her in when their own children won’t eat; when they 
see her eat it stimulates them to eat.” One can see the 
pattern in these families. The pattern of excessive eat- 
ing in the adult should be just as clear, for the psycho- 
pathology of the adult is not greatly different from that 
of the child. The individual develops with this pattern, 
and it becomes re-enacted over and over again through- 
out his life. 


Increased appetite is frequently a symptom of 
anxiety, and eating is a means used by individuals to 
allay the anxiety. Food becomes a sedative in a way, 
and whenever such a person becomes anxious, restless, 
worried, frustrated, or hurt, he will eat, because eating 
qviets him. For example, one of my patients stated, 
‘Whenever my husband does something stupid or hurts 
me I just go around eating all day. I just eat and eat 
be-ause it is the only thing I can do to relieve that 
restless feeling.” Another patient, when having conflicts 
with her boy friend, must get up in the middle of the 
night and gorge herself; otherwise she is unable to 
sleep. 

A few cases will illustrate some of the neurotic 
factors of obesity. 


The first case is that of an unhappy woman 47 
years of age, weighing 180 pounds. Although she had 
a good upbringing and has been taught the value of 
culture and esthetics, her clothing looks like a tent cut 
off at the top, slipped over her head, and tied with a 
rope around the middle. She is sexually frigid, and she 
resents housework. In her earlier years she hoped to 
be a surgeon, and she now hates being a housewife. 
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Her only satisfaction is in eating, and her daughter 
weighed 200 pounds at 18 years of age. Being reared 
in a home where there was constant conflict between 
her parents, this girl was very bored and not at all 
interested in self-discipline. Upon reaching college age 
and never having had a date, she enrolled in an agricul- 
tural college instead of entering a regular academic in- 
stitution. An interesting sidelight on this case is that 
the mother recently took the daughter to a woman phy- 
sician who apparently established a good rapport for 
her, and within 2 months the girl has lost 40 pounds. 


It has been frequently said that it is normal for a 
person to gain weight in middle life. This is supposed 
to be because the ovaries stop functioning, metabolism 
slows down, and fat piles on the body. This is the most 
natural explanation. However, investigation shows that 
metabolism has not slowed down in these people. Prob- 
ably what actually occurs in cases like these is that 
when the individuals are younger they have a certain 
balance between energy and intake. The younger per- 
son eats a great deal but works or runs it off. When he 
slows down in his activity, he eats proportionately less. 
However, when he grows older he continues to eat as 
heavily or more so and slow down in his activity, so 
that by the time he reaches middle life he is eating 
relatively more and moving about increasingly less. 


The second case is that of a man 29 years old who 
weighs 178 pounds. When he was a youngster he was 
fat because his mother overfed him. Now, he is a nice 
looking young man, although he is almost “five by five.” 
He has difficulty getting along with girls and was once 
arrested for a sexual offense. His whole sexual life is 
located in the oral area. He has lived the greater part 
of his 29 years with his mother and sister. He is a very 
selfish, self-indulgent person concerned only with him- 
self. 


Another case is that of a 43-year-old man who 
weighs 220 pounds. He married when he was 36 after 
having spent most of his earlier adult years “having a 
good time.” He neglected his business and spent most 
of his time drinking and eating. He is an individual 
who genuinely loves food. His expression will become 
almost ecstatic when he sits down to a good meal. He 
is a connoisseur of food; he knows scents, and the 
gustatory sense to him is a fine art. He is an excessive 
smoker, drinks too much, and hardly ever exercises. 
Up to the time of his marriage he lived with his mother. 


This series of cases constitutes a representative 
group of fat people. They are similar to the patients 
who come to doctors’ offices and receive prescriptions 
for amphetamine, thyroid, cellulose, or other remedies 
for obesity. From the brief sketches of the cases and 
the nature of the problems, the uselessness of specific 
drugs can be realized. One cannot fail to see in these 
cases that the problem is more than simply one of 
energy intake and metabolic rates. As a rule, a patient 
does not go to a doctor because he wants to lose weight. 
Usually the suggestion is made by the physician in con- 
nection with some problem. The doctor frequently ad- 
vises the patient to reduce his weight to spare his 
heart, to relieve a backache, or for some other reason. 


Schilder,™ a brilliant student of the mind and one of 
the early researchers in psychopathology, has demon- 
strated that human beings have a mental impression 
of themselves—how they are, how they look, and how 
they appear to others. They know how they are from 
this image, and they project that image. Schilder has 
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shown that projection of that image actually produces 
changes in the appearance of the individual. However, 
many fat people cannot imagine themselves being thin 
and unconsciously keep themselves fat. 


This may be the problem in another of my patients, 
a middle-aged woman who weighs about 200 pounds, 
She constantly consults physicians because of heart 
symptoms. She is subject to rather violent cardiac palpi- 
tations which cause her to go into hysterical attacks, in 
which she carries on in a manner that disturbs everyone 
near her. Everyone advising her has told her that she 
weighs too much, which she herself knows. She has 
tried every imaginable diet at one time or another and 
has tried every medication advanced for overweight, 
but she reacts adversely to all such procedures. Noth- 
ing works in her case ; such procedures make her weak, 
make her heart beat too rapidly, cause her to be dizzy, 
et cetera, so she quickly discontinues them. She has 
starved herself for a day or 2, losing 10 pounds, but 
then she becomes sick and nervous and collapses and 
must eat to revive her strength. When she regains her 
regular weight, she resumes her usual complaints. This 
has been going on for years. Here is a problem in 
which, for some undisclosed reason, there is an uncon- 
scious resistance*to a change in weight. 


From this, the matter of therapy would seem to 
remain an uncertain quantity. The reduction of weight 
may require something to curb the appetite, such as 
bulk-producing indigestible substances, but this is not 
enough. Thyroid extract is somewhat hazardous for 
larger and larger doses are required and, with increased 
dosage, there is a corresponding reduction in the func- 
tion of the thyroid. Widely used tablets consisting of 
amphetamine, thyroid, and aloes are prescribed with 
the idea that exercising the emunctories will get rid 
of fat. Amphetamine is used to stunt the appetite, but 
often it has the opposite effect, frequently making the 
patient so restless he is unable to sleep, and upon be- 
coming so tired, he eats more to regain his strength. 


Drugs will not solve the problem; something more 
must be done. Doctors are busy people, and the average 
physician does not have time to sit down and talk with a 
patient as a psychiatrist does. However, success in 
treating obesity demands that some consideration be 
given to the psychopathologic problems present. Other- 
wise, the treatment becomes fee motivated without 
much prospect of success. 


Obese people are dependent people; they are al- 
most helpless at times; they are immature and need to 
be guided. Frequently success in treating them is due 
not so much to the medicine prescribed as the support 
that goes with it. The enthusiasm shown when the 
prescription is given is more effective than the drug. 
The doctor becomes a pillar of strength, supporting the 
patient as long as his enthusiasm continues. 


The story is told that in the latter part of the last 
century there was a little old lady who lived in the 
slums of London. She was not too bright mentally, but 
her personality had a spark of radiance. In some man- 
ner she gained possession of a medicine which seemed 
to have almost miraculous powers. People came to her 
in great numbers from everywhere, rich and poor alike, 
and they went away cured. Her fame spread, and her 
medicine became so famous that the usually very con- 
servative House of Parliament thought that anything 
so powerful and useful should be available to the people 
on a grander scale and so appropriated a sum of money 
and bought the formula. Needless to say, when it was 
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distributed free of charge under government auspices, 
it did not work; the essential ingredients, enthusiasm 
and faith, could not be bought. 


CONCLUSIONS 

Obese people are selfish and, although they insist 
that they are not, they are demanding, and their de- 
mands take precedence over all else. This is true of 
any craving with strong emotional components. To the 
obese person nothing is as important as satisfying the 
craving or longing for food. It is not quite like a nar- 
cotic addiction, but it is related to some degree. A nar- 
cotic addict must face the displeasure of society in satis- 
fying his habit, but the eater can eat with social 
approval and even commendation. Handling obese pa- 
tients is easier if this selfishness is recognized and is 
catered to somewhat. 

Fat people have a great deal of anxiety which they 
combat with food. If food and eating are taken away 
from them, they lose an instrument for coping with 
this anxiety and are left helpless. The doctor must 
provide for this—he must either substitute some other 
means for coping with anxiety or not interfere with the 
eating at all. 

Finally, it must be remembered that fat people 
overemphasize sensuousness. They are slaves of their 
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senses and sensations. This, however, is an aid in the 
treatment of their obesity for it gives a tangible psycho- 
pathologic factor. By working on the sensuous aspect 
of appetite it is possible to condition them away from 
excessive food intake. 

In considering or planning the treatment of a case 
of obesity, the doctor should ask himself the following 
questions: Am I treating this obese person by merely 
contributing to an episode in his life? Is my approach 
any different from the failures in the treatment of 
obesity? Do I have something new and effective to 
offer? Is there any truth to the oft-repeated statement, 
“Eat everything you want and still reduce”? The prob- 
lem requires self-discipline, and treatment must in some 
way inspire it in the patient. Can the doctor say, “I 
am to this person the factor of self-discipline which is 
absolutely essential to the solution of his problem”? 
Can he say that he is not trying to make it possible for 
the patient to have his cake and eat it too? Without 
a constructive attack, taking advantage of what is 
known of psychotherapy, the pills, diets, and instru- 
ments of the present-day armamentarium are not going 
to be any more successful than the efforts of the Greeks 
2,000 years ago. 
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Remember, at all times, the patient is sick, or at least he 
thinks he is sick, which is the same thing. Generally he cares 
little or nothing about what the diagnosis is or the name of his 
trouble. He wants help, assurance, reassurance, and release 
from pain or distress. The good physician wants to find out 
the nature of the trouble and then remove it, diminish it, palliate 
it; or if it is beyond these, help the patient face it and accept it. 
Many diseases we are called on to treat have no radical correc- 
tive therapy. We must teach the patient how to be an active 
partner in his own regimen for his own salvation. Few patients 
easily or gladly accept their own primary role in regaining 
health. They want magic. They want the evil cut out. They 
want it cured. ... Very rarely will they do their part without 
clear explanation and instruction and not always even then. 
Remember that in the social transaction which is the foundation 
of medical practice, the patient and physician begin at odds. 
The patient does not understand the physician’s concentration on 
diagnosis at a time he is looking only for comfort and relief. 


PATIENTS 


Let the patient talk. Listen to him. Try to give your full 
attention. Part of the vast neurosis of modern life is related 
to the inability to attend. Only the very greatest physicians 
ever learn to attend completely without intruding. A sym- 
pathetic listener is practicing good therapy. Don’t lose the pa- 
tient’s good will by doing a battery of tests which have not 
been explained to him. Tell where, when, and something of 
what and why. Some day you will be or, perhaps some time in 
the past, you have been on the receiving end of barium enemas, 
gastric analyses, catheterizations, venepunctures, step tests, glu- 
cose tolerance tests, electroencephalograms, and the like. Take 
enough time to learn the exact process of each test. Understand 
what reactions may be expected in a sick, frightened, and be- 
wildered patient to whom you are necessarily a stranger before 
you become a friend and guide. A brief explanation of what 
and why should relax the patient and help start the proper rela- 
tionship —William B. Bean, M.D., Journal of the Student 
American Medical Association, June, 1956. 
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ACHIEVEMENT 


To a good many of the hundreds of osteopathic 
physicians and their guests in attendance at the Six- 
tieth Annual Convention of the American Osteopathic 
Association in New York City, Wednesday, July 18, 
1956, will be remembered as “Recognition Day.” For 
it was on the evening of that day that a reception was 
held in the Grand Ballroom of the Hotel Statler, hon- 
oring Dr. and Mrs. Russell C. McCaughan. Even the 
doctors of osteopathy not in attendance at the Con- 
vention had marked the day, as was attested by tele- 
grams and other evidences of thoughtfulness. A united 
profession paid recognition to an exemplary period of 
leadership by the man who, to date, has been the Asso- 
ciation’s first Executive Secretary (since 1931) and to 
the devoted woman who through many more years has 
made his dedicated interests her own. 

To the osteopathic profession and not alone to 
those present at the Reception, this event had two 
faces; one looked back, reminiscent, and of course 
nostalgic, for that is the preciousness of reminiscence. 
And this profession, though it is aging, has not yet 
lost the living memory of its beginnings. There are 
men still active in their interest in the profession who 
were there when it was born. Although Russell 
McCaughan is not of that generation, having come to 
osteopathy in its second historical period, the clinical 
phase, he has, during his professional career, joined 
hands with many of those men, they to uphold his 
hands, and he theirs, in advancing the destined purpose 
of the profession to be a healing arts agency subjected 
to no man-made limitations. 

How could such an occasion be other than one of 
rich and warm memories? And surrounding it, sensi- 
tive minds were aware of a cloud of witnesses, not 
of a world limited by space and time, better able to 
understand the meaning of the event. 
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Recognition, naturally enough, involves the past 
for therein is the substance out of which it is made. 
But a past which looks only to the past is a dead thing, 
and this occasion was part and parcel of contemporary 
osteopathic history. The second face of this event 
looked to the future. For actually contemporary history 
is not of the present which it can never quite capture 
but it is a thing of yesterday which lives in a tomorrow. 


The recognition rightfully paid fo Russell Mc- 
Caughan, the man, involved much more than a quarter 
of a century of service. It was an awareness of a con- 
tinuing structure, far from complete, which has largely 
taken shape under his overseeing. That he cannot com- 
plete the structure may be a matter of regret to many, 
but only the regret that is born of man’s knowledge of 
the limitations of his humanness. The story of Moses, 
one of the greatest of the stories of the People of the 
Book, is the story of man himself, never to reach the 
Promised Land. It is not given to men to renew them- 
selves, but it is their privilege to be reborn for the new 
day, in those who come after them. Wise, indeed, are 
those men who sense this inalterable fact, and plan 
accordingly. 


The resignation of Dr. McCaughan coming at this 
time is doubly wise. It is provident that he not exhaust 
himself further physically in an attempt to bring to 
pass within his lifetime accomplishments which are 
ripened only by historical forces which bring them into 
being. If man cannot roll back the wheel of history, he 
can do little to hasten its turn. 


It is provident, too, that the A.O.A. Board of 
Trustees has seen fit to create for Dr. McCaughan 
an emeritus status. Relieved of a detail that is stagger- 
ing and obfuscating to any man, his most lasting con- 
tribution could come out of an opportunity to study 
and to think and to review and to write, thereby to 
provide invaluable source material for a professional 
medical historian who in time—and the time is not yet 
—will turn to such sources to write the history of the 
osteopathic movement in medicine. If that source ma- 
terial is not gathered now in rich abundance it will 
never be possible to produce such a facet of medical 
history. The job itself, that of gathering material, is of 
such moment as to occupy no little span of a man’s 
wiser years. 


Actually, for this profession, July 18 was not a 
moment for reminiscence alone, not a moment for 
recognition that itself is conceived with the past, nor a 
time of regret for the forward looking. Rather it was 
a festival of achievement, and it was much more; it was 
a promise of a new and different harvest in days far 
ahead. And all because fruitful seed has been well 
planted. 


September 1 will bring to Russell Craig Mc- 
Caughan a new day. His profession would pray the 
good God that He give to this man and to his wife the 
vision to see in it the full meaning of: life itself which 
is Life, the Great Adventure. Without this vision 
there is no life, only continuance. This is the need and 
the blessing given all too rarely to men, and one that is 
not time-bound. Russell McCaughan and his wife de- 
serve no less. 
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A MEDICAL OUTREACH 

America’s number one health problem and chal- 
lenge, both to medicine generally and to the social body, 
is not a dramatic one even though it is based in twenty- 
five million people suffering from major chronic ill- 
ness—nearly one-sixth of our total population——of 
whom more than five millions are so seriously disabled 
as to require some form of care. Still more serious is 
the fact that more than half of the twenty-five million 
are under 45 years of age. Further, it is estimated by 
the United States Office of Vocational Rehabilitation 
that of two million adults now idle 90 per cent could 
become completely self-sufficient economically if ade- 
quate facilities for rehabilitation were made available 
to them. 

Perhaps one of the reasons that chronic illness gets 
so little play on the radio and television and in news- 
papers is because of its defining characteristic—long- 
term. “Long-term illness” is much more accurately 
descriptive than “chronic disease,” but both terms seem 
hopeless to a people accustomed to think of disease as 
episodic and medicine as’ remedial. As an example, 
acute poliomyelitis is drama made to order for public 
consumption, it lends itself to headline stories; even 
acute attacks of heart disease, itself a typical long- 
term illness, have their intensively sharp and tragic 
moments. When these diseases hit, the story can be told 
in terms of the individual—a beautiful and promising 
child, the adult at the height of his creative powers, and 
even the President of this great nation. No imagination 
is needed to make these stories come alive, either on 
the part of the teller or the listener. But the story of 
the long climb back has no sustaining interest to the 
great mass of people burdened with everyday problems, 
or even to the doctor who ordinarily thinks of his prac- 
tice as the immediately remedial and the curative. 
“What has the patient got?” “What shall I do for it?” 
If the individual’s disease requires a longer span of 
attention, it is apt to become a problem, boring and 
somewhat frustrating to his doctor. Physicians are not 
prepared emotionally or technically to deal productively 
with the problem of long-term illness. 

Moreover, as Leonard W. Mayo, chairman, Com- 
mission on Chronic Illness, and director, Association 
for the Aid of Crippled Children, New York, pointed 
out in his keynote address before the 1956 National 
Health Forum, “Chronic illness, and indeed illness in 
general, is no longer the exclusive and private business 
of the patient and the healing profession. It is a matter 
of public concern in an’ age, when for humanitarian 
reasons and for reasons of defense, the nation is more 
conscious than ever before of the need for conservation 
of human resources. In such an age, illness, disability, 
and preventable death are problems the whole commu- 
nity must comprehend and help to solve.” 

An important phase of the problem of long-term 
crippling disease is its relationship to rehabilitation 
procedures that have the possibility of regaining ground 
lost by the individual suffering from a degenerative 
process. In many instances afflicted persons have a po- 
tentiality for restoration of their physiologic and psy- 
chologic competence. Yet rehabilitation has long been 
conceived as a kind of afterthought tied to physical 
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medicine which has been limited to an adjunct status 
to internal medicine; it has been confined to “doing 
something” for the lame, the halt, and the blind. Be- 
coming emancipated from concepts both limiting and 
crippling in themselves, rehabilitation is growing to 
mature status, at least in concept, and here and there 
in actual practice. It is a significant thing that at a time 
when the “outreach of rehabilitation”’—as it has been 
aptly put—far exceeds the employment of devices and 
gadgets for the handicapped, an osteopathic institution 
should announce its program of rehabilitation. And 
this has just been done by the Rehabilitation Center, 
College of Osteopathic Physicians and Surgeons, 
through its release of a 60-page compend presenting its 
new program. 

The Rehabilitation Center was established in 1952. 
It presently occupies a portion of the recently con- 
structed General Osteopathic Clinic building, but it will 
be relocated in its own especially constructed three- 
story structure adjacent to the present Clinic building. 
The Center is well provided with the standard equip- 
ment found in such centers, and it has a staff, the Re- 
habilitation Center team, which consists of three full- 
time and three part-time attending physicians, including 
the medical director, who is professor and executive of 
the Department of Physical Medicine and Rehabilita- 
tion, and one consultant. There are in addition, the 
speech therapist, psychological counselor, and _psy- 
chiatrist. 

The amplified program for the new Center calls 
for an occupational therapist, vocational counselor, and 
a social worker. This will enable the Center to provide 
comprehensive patient evaluation from which a rehabil- 
itation diagnosis and prognosis can be made. 

Every type of patient is admitted to the Center 
without regard to age, race, creed, nationality, or citi- 
zenship. The new program will serve disability groups 
flowing out of general and specific types of affliction, 
such as paraplegias ; hemiplegias ; poliomyelitis ; cardiac 
conditions; cerebral palsy; amputations; disabilities 
resulting from industrial accidents; disabilities of 
bones, joints, and muscles; and conditions peculiar to 
the aging and the aged—the latter involving the all- 
encompassing problems of geriatrics and of gerontol- 
ogy. Indications are that by the end of the first year of 
amplified operation, the Center will have served a 
minimum of 10,400 people. Its governing body is the 
College of Osteopathic Physicians and Surgeons board 
of trustees consisting of approximately twenty-five 
people. 

Space does not permit any detailed description of 
the numerous services of the Rehabilitation Center but 
a summary of its plan of operation as presented in the 
release, “The Rehabilitation Center,” by J. M. An- 
drews, D.O., medical director, Rehabilitation Center, 
gives a preview of its broad activity: 

Rehabilitation of a disabled individual starts with a medical 
evaluation in an attempt to reduce the disability to a minimum. 
This may require, aside from medical care, such adjunctive care 
as the use of prosthetic devices, or in some cases surgery. 

The patient is seen by the occupational therapist who de- 
vises work with a therapeutic goal in mind but a'so evaluates 
him from the standpoint of a future vocation. He observes 
manual dexterity, special interests and skills, coordination, de- 
gree of work tolerance attained and makes a report of these 
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during the staff conferences. As soon as practical, the prevoca- 
tional activities are started. Those having speech or hearing 
defects are seen by the speech therapist. 

Sometimes during the above processes, the social worker 
will investigate the family history, the social and economic 
status, the patient’s relationship to his family and community, 
his expressed hopes, interests and fears. 


The vocational counselor then receives, during the staff 
conference, information from the above services and together 
with information from the psychological counselor, an evalua- 
tion is made relative to the patient’s abilities, capabilities, atti- 
tude toward returning to his former or a new occupation, ad- 
visability of training for a new occupation, etc. 

Members of the staff of the Rehabilitation Center 
are also engaged in research both at the Center and at 
the Los Angeles County Hospital. One project involv- 
ing a 3- to 5-year study is well underway, having been 
started in 1954; it deals with the physiologic study of 
therapeutic exercise. Other projects being planned or 
under investigation include a method of early diagnosis 
of paralysis agitans, and the effect of manipulative ther- 
apy, including resistive exercise, on patients with mus- 
cular dystrophy. Scientific research both in physical 
medicine and in rehabilitation has been largely neglect- 
ed ; such research is a crying need, as was pointed out in 
a lead article in the June, 1954, Journat entitled “The 
Need for Research in Physical Medicine,” by Philip J. 
Rasch, assistant professor, Department. of Physical 
Medicine and Rehabilitation, College of Osteopathic 
Physicians and Surgeons. 


THE JouRNAL pointed out editorially in its June, 
1955, issue the fundamental relationship which physical 
medicine and rehabilitation have to osteopathic medicine, 
briefly presenting the views of both its proponents and 
its opponents. The writer attempted to answer ques- 
tions that had been asked by doctors of osteopathy con- 
cerning the place of physical medicine in osteopathy, 
stressing the fresh insights and new goals necessary to 
any considered judgment of the important role of both 
physical medicine and rehabilitation. Actually, the ex- 
panding concepts of both demand that they be thought 
of only in a relative way and not adjunctively, either 
to each other or to total medicine. Our readers are in- 
vited to review the entire editorial, but the above state- 
ment is especially deserving of emphasis in connection 
with the forward move by the College of Osteopathic 
Physicians and Surgeons. 


THE JouRNAL would again point out the distinc- 
tive variety of contributions of other osteopathic col- 
leges—each in its own way. For the moment the College 
of Osteopathic Physicians and Surgeons has come to 
the fore by making known its further growth and de- 
velopment in a field of osteopathic medicine in which 
it previously had made valuable explorations. 


Unfortunately, man continually divides and iso- 
lates his thought and action, to the point of confusing 
and contradicting himself in purpose, in mind, and in 
deed—he does this by the very words which he employs 
to communicate his ideas. He fails to establish a common 
semantic basis. The more complex life becomes and 
the more intricate its relationship, the more com- 
pounded are his difficulties. And in no field of his study 
and activity is this more evident than in medicine. 
There is no better evidence of this fact than psychoso- 
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matic medicine, first conceived as a method of reorient- 
ing medicine to the problems of health and disease in 
terms of a total being. Instead it has become another 
way to further divide medicine! 

Physical medicine and rehabilitation, taken to- 
gether or considered separately, have fallen into the 
same error. Physical medicine and rehabilitation as 
ordinarily conceived, useful as are the technics, appear 
to be only an additional method of fractionating medi- 
cine—another specialfy in which the patient becomes 
less than an individual. Held as a specialty within oste- 
opathy, physical medicine holds the possibility of be- 
coming a factor in reorienting medicine toward the 
disease in man and away from a sole consideration of 
his diseases. And rehabilitation in itself deals with man 
the unit, man the total individual. The College of Phy- 
sicians and Surgeons is again pioneering in osteopathy. 
It is doing it in so fundamental a way as to give the 
hope that elsewhere such programs will be developed. 
The osteopathic movement is faced with a challenge— 
from within its ranks and by one that inherently 
springs out of its own nature. 


H.R. 483 BECOMES LAW 


President Eisenhower on July 24, 1956, signed 
H.R. 483 providing for the appointment of doctors of 
osteopathy as commissioned officers in the Medical 
Corps of the Army, Navy, and Air Force. H.R. 483 
was originally introduced in the House of Representa- 
tives on January 5, 1955, by Representative Dewey 
Short of Missouri and had active consideration by both 
Houses of Congress prior to becoming law. THE Jour- 
NAL has reported from time to time the actions of the 
House and Senate and their committees as the bill pro- 
gressed toward final passage. 

H.R. 483 as signed by President Eisenhower is 
printed in full on page 746 of this issue of THE Jour- 
NAL. The law amends the Army-Navy-Public Health 
Service Medical Officer Procurement Act of 1947, as 
amended, by specifically recognizing the eligibility of 
doctors of osteopathy to be appointed by the President, 
by and with the advice and consent of the Senate, as 
commissioned medical officers. Doctors of medicine 
and doctors of osteopathy are the two groups of physi- 
cians eligible for such appointments under Section 201 
of the amended law. Subsection (g) of Section 201 
enumerates the qualifications which a doctor of osteop- 
athy must possess in order to be eligible for appoint- 
ment, and it is of particular significance that Subpara- 
graph (2) accords equal recognition to the licensing 
laws of all the states by requiring that a doctor of 
osteopathy seeking appointment “. . . . be licensed to 
practice medicine, surgery, or osteopathy in one of the 
states or territories of the United States or in the Dis- 
trict of Columbia.” Subparagraph (3) makes the ap- 
pointments subject to the qualifications prescribed by 
the Secretaries of the Army, Navy or Air Force “.. . 
after considering recommendation for such appoint-. 
ment by the Surgeon General of the Army or the Air 
Force or the Chief of the Bureau of Medicine and 
Surgery of the Navy.” The report of the Committee 
of Conference on H.R. 483 which is officially inter- 
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pretative of the legislation states, “, . . the ultimate de- 
cision of the Secretary will prevail and not be subject 
to veto by any military officer.” The law thus retains 
the pre-eminent position of authority which each of the 
service Secretaries exercises over his respective depart- 
ment. 

The enactment into law by the United States Con- 
gress and the President of the United States of H.R. 
483 has been a subject of interest to the osteopathic 
profession and its supporters everywhere. It has been 
estimated that some 6 months will be required under 
optimum conditions to implement the legislation. A 
grateful profession will recognize the need for time in 
the implementation of the law and can best express its 
appreciation to the Congress, the President, and the 
Military Departments by awaiting with confidence and 
patience the reports pertaining to the implementation 
of the law which will be carried in the official osteo- 
pathic publications. 


SOCIAL SECURITY 


It is now well known throughout the osteopathic 
profession that the A.O.A. House of Delegates in ses- 
sion on July 18, 1956, voted in favor of compulsory 
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OASI coverage of doctors of osteopathy. As Tue 
JouRNAL goes to press, a current issue of the Washing- 
ton Report on the Medical Sciences takes note of 
A.O.A. action and the rapid response by the 84th Con- 
gress during its final hours. Editor Gerald G. Gross 
comments as follows: 

Up to almost final hours of 84th Congress, health bills en- 
joyed their share of spotlight. An 11th hour appeal by Ameri- 
can Osteopathic Association (reversing its previous position) 
resulted in amendment of social security bill (HR 7225) to in- 
clude coverage of DO’s on a compulsory basis. Action was 
completed on omnibus health bill (S. 3958) and funds 
provided to implement its traineeship programs. Also cleared 
for White House approval was bill (S. 3430) to establish a 
National Library of Medicine. 


MD’s now will be only professional group excluded from 
coverage under social security, with exception of Christian 
Science practitioners. On Capitol Hill, friendly wagers were 
made last week that the MD’s (self-employed) will be petition- 
ing for participation, as DO’s did, within a year or so. 

As is obvious from the Washington Report cover- 
age, references to osteopathic physicians in H.R. 7225 
is but one small part of the entire bill, which at this 
date has not had time for White House approval—or 
disapproval. 


*On August 1, the President signed H.R. 7225, and thus it became law. 


Notes and Comments 


Special Senses and Stimuli.— 


Diseases of the eye, ear, nose, and throat have 
special psychiatric implications because they interfere 
with the victim’s ability to perceive and communicate 
with the world around him through the special senses. 
That outside stimuli are important in the normal func- 
tioning of the mind has been well demonstrated by 
studies in which human subjects were placed in a vir- 
tually stimulus-free environment. Delightful at first, 
if the lack of stimuli is continued for any important 
length of time the subject becomes afflicted with hallu- 
cinations, disorientations, and disturbance of motor 
control. This has significance for eye, ear, nose, and 
throat problems, notes Maurice J. Barry, Jr., M.D., 
writing in the Proceedings of the Staff Meetings of the 
Mayo Clinic for May 2, 1956, because any lessening 
of the patient’s ability to respond to outside stimuli and 
to communicate with the world around him through 
impairment of his special senses disturbs his whole 
outlook and has implications far beyond the immediate 
effect on the special sense organ involved. 


* * * 


Abdominal Injuries.— 


Nonpenetrating wounds of the abdomen present a 
difficult and serious problem in diagnosis. Any abdom- 
inal injury is serious, says J. P. Cogley, M.D., Clinical 
Professor of Surgery at John A. Creighton School of 
Medicine, and anyone who has suffered an abdominal 
injury, even though it appears slight, should be hos- 
pitalized for better evaluation. Pointing out that neither 
the severity of an injury nor an exact diagnosis can be 
determined at once, Dr. Cogley, writing in /ndustrial 


Medicine and Surgery for May, 1956, notes that the 
surgeon must “live with his case” until a diagnosis can 
be made and definitive therapy carried out and that 
conservatism does not have a conspicuous place in man- 
aging such cases. Feeling that it is better “to look and 
see rather than to wait and see,” he comments that 
he has almost reached the conclusion that with abdom- 
inal trauma, even in the presence of rib or vertebral 
fractures or severe hematuria, when there is tender- 
ness, peritoneal rebound, and spasm, the abdomen 
should be opened and explored. 


* * * 


Cryptorchism.— 

According to a recent study supported by a grant 
from the National Institutes of Health, the proper 
treatment for cryptorchism is dependent on whether 
the condition is unilateral or bilateral. Watchful wait- 
ing should not even be considered if the condition is 
bilateral, but is entirely justified if it is unilateral. Since 
orchiopexy does not decrease the incidence of malig- 
nancy, and the majority of males afflicted with unilat- 
eral cryptorchism are fertile by virtue of the normal 
testis (their fertility rate is normal), there is no need 
for haste in treatment. Moderate doses of gonado- 
trophins to encourage descent are acceptable in such 
cases, though they are not likely to be effective, but it 
is debatable whether or not surgery is indicated. 

In bilateral cryptorchism therapy should be begun 
before the patient is 10 years of age, because without 
treatment the victim is doomed to sterility. Generally 
speaking, testes which descend before 10 years of age 
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with moderate doses of gonadotrophin will probably 
have satisfactory spermatogenesis, while those that 
descend only after large doses usually have serious 
spermatogenic defects. If hormone treatment is un- 
successful, surgical intervention is indicated and should 
be instituted without delay. The reporting doctors, 
Charles W. Charny, M.D., and William Wolgin, M.D., 
writing in the February, 1956, issue of Surgery, Gyne- 
cology and Obstetrics note that the percentage of men 
whose fertility can be salvaged when surgical treatment 
of bilateral cryptorchism is necessary is pitifully small, 
but that the absolute certainty of sterility if corrective 
measures are not carried out makes even this small per- 
centage something worth striving for. 


* * * 


Gallbladder Disease.— 


Successful management of gallbladder disorders is 
largely predicated on determining whether the disturb- 
ance is functional or organic in origin, because the 
proper treatment of functional disorders is medical, 
while surgical intervention is indicated in most organic 
problems. An important source of error in making this 
distinction is erroneous interpretation of the cholecysto- 
gram, in which a diagnosis of nonfunctioning gallblad- 
der is based on nonvisualization of the gallbladder in 
a single routine cholecystogram. It is important that a 
diagnosis of nonfunctioning gallbladder be confirmed 
by re-examination or supplementary tests, because the 
usual reason for a nonfunctioning gallbladder is cystic 
duct obstruction, commonly due to an impacted stone, 
for which the only rational treatment is surgery. 

Biliary dyskinesia is an important but seldom 
recognized cause of biliary tract symptoms. Whatever 
the immediate cause, it is a functional disorder and 
should be treated medically, for surgery is seldom help- 
ful and may even make the problem worse. Of the 
organic diseases of the gallbladder, chronic catarrhal 
cholecystitis is probably the only one that should be 
treated medically. 

Chronic infectious cholecystitis requires surgical 
intervention, because of the constant danger that it will 
flare up into an acute attack, which makes surgery 
mandatory and which also increases the risks of sur- 
gery. It is generally thought today, according to J. 
Russell Twiss, M.D., of the New York University 
Post-Graduate Medical School, writing in The Medical 
Clinics of North America for March, 1956, that acute 
cholecystitis should be operated on as soon as the pa- 
tient can be prepared for surgery. The current opinion 
of most authorities is that delayed operation should be 
avoided in favor of immediate surgery because delay 
leads to a higher rate of complications, including gan- 
grene, perforation, hydrops, and empyema of the gall- 
bladder. 

Few indeed will question that cholelithiasis is an 
indication for surgery when symptoms are present. 
Today, however, it is felt that cholelithiasis should be 
treated surgically even if the stones are of the so-called 
silent type, because of the danger that they may pro- 
duce an acute situation which demands surgery under 
unfavorable conditions. This view is reinforced by the 
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fact that the mortality rate in elective cholecystectomy 
is about 1 per cent, but ranges from,7 to 21 per cent 
or even higher when the problem is complicated. 


* * * 


Geriatrics in Europe.— 

Geriatric care and rehabilitation are not problems 
peculiar to the United States. Present in all countries 
to some degree, many different ways of meeting the 
situation are being tried. In some countries, little has 
been done toward developing a program to fill this 
need, because these countries feel that they face other 
problems that are more pressing. 

England tends to base old-age assistance plans on 
hospital care. As an example, in a program carried out 
in Oxford in an institution devoted entirely to older 
people, necessary medical and physical rehabilitation is 
carried out in the institution, after which the patient re- 
turns to his own environment, to be followed and 
helped by social workers. 

Old people’s homes of the community type are 
found in several countries. In Holland, the old people’s 
home in The Hague has been in existence since 1610, 
when it was established by the rich people of the city. 
It is really a series of homes surrounding a small park, 
with a garden in front of each home belonging to and 
cared for by the occupant or occupants of the dwelling. 
A similar village exists in Cologne, Germany, with 
dormitories provided for single persons and apartments 
for married couples. There is an infirmary and recrea- 
tion center in the village, and the members of, the vil- 
lage have self government. A geriatric center in Hel- 
sinki, Finland, consists of a number of dormitories, 
service buildings, and a hospital clustered in a commu- 
nity, the buildings connected by underground tunnels. 
Matrons are always on duty in the dormitories and 
nurses in the infirmary. In a novel arrangement, when 
a nurse is needed in one of the dormitories, she simply 
takes advantage of the tunnels to hurry over on a motor 
scooter. Both Norway and Sweden have extensive 
geriatric programs, including villages for the aged, hos- 
pitals, and health and welfare centers. 

Italy is faced with a large aging population and 
inadequate facilities for proper care, but other problems 
seem more important at this time. There is extensive 
poverty and unemployment, food and housing are still 
far from satisfactory, and many maimed from World 
War II must still be cared for. France faces similar 
problems, though to a lesser degree, and has so far 
provided only a meager program to care for the aged. 
Families bear the major responsibility, but medical 
services are available at publicly supported hospitals, 
and special aids—such as nursing care, housekeeping 

services, and meals—are provided by voluntary social 
agencies. 

Thus, as Nila Kirkpatrick Covalt, M.D., notes in a 
paper read before the Kirkpatrick Memorial Workshop 
on Aging and published in The Journal of the Ameri- 
can Geriatric Society for March, 1956, neither age nor 
the difficulties of coping with its problems are restricted 
by national boundaries. There is varying emphasis 
on geriatric programs in different countries, and some 
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have better programs or longer established programs 
than others, but the author notes that in all of the coun- 
tries she visited, people are at least aware of the im- 
portance of the problem. 


* * * 


In Briefer Form.— 


Dr. Leonard A. Scheele of the United States Pub- 
lic Health Service has resigned his position as Surgeon 
General to accept the presidency of Warner-Chilcott 
Laboratories. He will assume his new duties about 
August 1. .. . The Veterans Administration recently 
reported that in a 2-year cooperative study carried on 
in eleven hospitals izoniazid (INH) was found to have 
no beneficial effect in multiple sclerosis. The program 
was instituted after a previous study, less rigorously 
controlled than the present one, had reported favorable 
results. . . . Quick-freezing the highly infective cells 
of Ehrlich’s ascites mouse tumor permits storage of 
the cells with full infectivity for several weeks, and re- 
finements in technic may permit storage for as much 
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as 2 years, according to Professor Ralph McKee and 
Barbara McCarty of the Los Angeles School of Medi- 
cine. The procedure is valuable because this important 
experimental cancer previously had to be maintained 
constantly in live mice, which is both expensive and 
time-consuming. . .. The Journal of the National Can- 
cer Institute will be published monthly beginning with 
the July, 1956, issue, according to an announcement by 
the United States Public Health Service. The change 
has been made from the previous bimonthly schedule 
to permit publication of more papers in the field of 
cancer research. . . . Three members of the research 
department of the Des Moines Still College of Osteop- 
athy and Surgery will present papers before the meet- 
ing of the American Physiological Society in Rochester, 
New York, in September of this year. Reinhard H. 
Beutner will present “Challenging Ionic Transfer and 
the Fabulous Sodium Pump,” Don J. Millar, “Evidence 
for the Transmembrane Reaction,” and George E. 
Price, “The Increased Electric Resistance of Degen- 
erating Nerve and Muscle Tissue.” 
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AUTHORIZING THE COMMISSIONING OF DOCTORS OF 
OSTEOPATHY IN THE ARMED SERVICES 


Changes in existing law made by H. R. 483, a bill to amend 
the Army-Navy-Public Health Service Medical Officer Pro- 
curement Act of 1947, as amended, so as to provide for appoint- 
ment of doctors of osteopathy in the Medical Corps of the 
Armed Services, as adopted by the Congress on July 16, 1956, 
and sent to the President, are as follows: New matter is printed 
in italics. 


ARMY-NAVY-PUBLIC HEALTH SERVICE MEDICAL OFFICER 
PROCUREMENT ACT OF 1947, AS AMENDED 


Sec. 201. (a) Subject to any limitation on the commissioned strength 
of the Army, Navy, and Air Force prescribed by law, the President, by 
and with the advice and consent of the Senate, may make appointments 
in permanent grades of first lieutenant through colonel in the Medical 
and Dental Corps of the Regular Army, lieutenant (junior grade) 
through captain in the Medical and Dental Corps of the Regular Navy 
and first lieutenant through colonel for officers appointed with a view to 
designation as medical officers or dental officers in the Regular Air 
Force, in such numbers as the needs of the services may require. Such 
appointments shall be made only from (1) qualified doctors of medicine 
and doctors of dentistry who are citizens of the United States and who 
have such other qualifications as the Secretary concerned may prescribe 
for his service, or (2) doctors of osteopathy who are qualified under 
subsection (g) hereof. 

(b) The doctors of medicine or osteopathy and doctors of dentistry 
appointed under this Act shall be credited for purposes of determining 
lineal position, permanent grade, position on a promotion list, seniority 
in permanent grade, and eligibility for promotion with the amount of 
service prescribed by the Secretary concerned, but not less than the 
minimum prescribed below. A doctor of medicine or osteopathy or doctor 
of dentistry appointed under this Act upon graduation from medical, 
osteopathic, or dental school may not be credited with less than four 
years’ service. A doctor of medicine or osteopathy appointed under this 
Act who has completed a one-year internship, or the equivalent thereof, 
may not be credited with less than five years’ service. 


(e) Notwithstanding any other provision of law, including those 
relating to selection for promotion, a doctor of medicine or osteopathy 
or a doctor of dentistry who is appointed under this Act or any other 
provision of law may be temporarily promoted to the grade of captain 
in the Army or the Air Force, or lieutenant in the Navy, as the case 
may be, at any time after one year after completion of medical, osteo- 
pathic or dental school. 

(g) To be eligible for appointment under this act a doctor of osteop- 
athy must (1) be a citizen of the United States, (2) be a graduate of a 
college of osteopathy whose graduates are eligible for licensure to practice 


Washington 


medicine or surgery in a majority of the states, and be licensed to 
practice medicine, surgery, or osteopathy in one of the states or terri- 
tories of the United States or in the District of Columbia, (3) possess 
such qualifications as the secretary concerned may prescribe for his serv- 
ice, after considering recommendation for such appointment by the Sur- 
geon General of the Army or the Air Force or the Chief of the Burcau 
of Medicine and Surgery of the Navy, and (4) wnder regulations pre- 
scribed by the Secretary of Defense have completed a number of years 
of osteopathic and preosteopathic education equal to the number of years 
of medical and premedical education prescribed for persons entering 
recognized schools of medicine who became doctors of medicine and 
who would be qualified for appointment wnder this title in the grade 
for which such doctor of osteopathy is applying. 


The above changes were contained in a House amendment 
to the Senate amendment as recommended by the committee of 
conference of the two Houses of Congress. The Senate amend- 
ment had required the favorable recommendation of a Surgeon 
General as a prerequisite to appointment. The House amend- 
ment to the Senate amendment as recommended by the con- 
ferees and adopted by the two Houses requires consideration of 
any recommendation which may be made by a Surgeon General, 
but insures that appointments may be made with or without 
such recommendation, favorable or unfavorable. On this point 
the report of the committee of conference (House Report No. 
2702), which is officially interpretative of the legislation, states 
as follows: 


Subsection (c) of the Senate amendment sets forth various require- 
ments which must be met by doctors of osteopathy to be eligible for 
appointment as commissioned officers in the Medical Corps of the respee- 
tive military services. Among other requirements, the Senate amendment 
provides that a doctor of osteopathy ‘“‘must be recommended for such 
appointment by the Surgeon General of the Army or Air Force or the 
Chief of the Bureau of Medicine and Surgery of the Navy.” While it 
is obvious that the Secretaries of the Army, Navy, and Air Force would 
seek the recommendation of their Surgeons General or Chief of the 
Bureau of Medicine and Surgery, as appropriate, it is obviously contrary 
to the primary principal of civilian control to place any military officer 
in a position where he could nullify, either by action or failure to act, 
the decision of his Secretary. The House amendment to the Senate 
language covering this specific point insures that the recommendation of 
the Surgeons General or the Chief of the Bureau of Medicine and Sur- 
gery of the Navy, as appropriate, will be submitted to his Secretary, but 
it also insures that the ultimate decision of the Secretary will prevail and 
not be subject to veto by any military officer. So, in the final analysis, 
the sole purpose of the House amendment to the Senate amendment is 
to retain the preeminent position of authority which each of the service 
Secretaries exercises over his respective department. 
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CAA SIGNS $100,000 CONTRACT 
FOR PILOT MEDICAL STUDY 


Physical standards and medical examination procedures in 
civil aviation will be intensively studied and reported on by 
October 1, 1957, by the Flight Safety Foundation, Inc., under a 
contract signed with the Civil Aeronautics Administration, U. S. 
Department of Commerce. 

The basic objectives of the study, as outlined in the con- 


tract, are as follows: 
(A) To determine the following with respect to aviation medicine: 

(1) whether existing physical standards for pilots are suitable 
for current operations; 

(2) whether existing physical standards are consistent with 
knowledge acquired in recent years; 

(3) whether the following categories of aviation personnel 
should be required to undergo periodic medical examina- 
tions: 

(a) crew members other than pilots 
(b) air traffic control personnel 
(c) mechanics 

(4) how fitness standards and frequency of examination should 
be differentiated as between transport, commercial and pri- 
vate pilots; 

(5) whether a new category of pilot standards, contemplating 
some restrictions on privileges authorized, should be pro- 
vided which would permit the retention of experienced pi- 
lots of proven judgment who might otherwise be “ground- 
ed” due to physical infirmities. If recommended, what 
privileges should be included? 

(B) To investigate and make recommendations with respect to the 
following: 

(1) systems, methods and related administrative procedures 
that should be established for physical examinations; 

(2) procedures currently in use, or presently recommended for 
use, in dealing with and adjudicating controversial interpre- 
tations resulting from divergent medical opinions, espe- 
cially those cases relating to heart and circulatory defi- 
ciencies; 

(3) research to be undertaken to relate aviation duties and 
aviation equipment design to physical standards require- 
ments. 


REFRESHER COURSES DEDUCTIBLE 


Under tentative income tax regulations published by the 
Commissioner of Internal Revenue dated July 9, 1956, expendi- 
tures by a taxpayer for his education may be deductible if they 
are for education of a “refresher” or similar type necessary to 
maintain (but not to advance) the skills directly and imme- 
diately required by the taxpayer, provided such education is es- 
pecially designed for established practitioners for purposes such 
as keeping abreast of current developments in their profession ; 
is of short duration; is not taken on a continuing basis; and 
does not carry academic credits. 

Selected portions of the regulations published in the Fed- 
eral Register of Tuesday, July 10, 1956, read as follows: 
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Internal Revenue Service 
(26 CFR (1954) PART 1] 
Income Tax; Taxable Years Beginning After Dec. 31, 1953 


ITEMIZED DEDUCTIONS FOR INDIVIDUALS AND CORPORA. 

TIONS 

Notice is hereby given, pursuant to the Administrative Procedure 
Act, approved June 11, 1946, that the regulations set forth below in 
tentative form are proposed to be prescribed by the Commissioner of In- 
ternal Revenue, with the approval of the Secretary of the Treasury or 
his delegate. Prior to the final adoption of such regulations, considera- 
tion will be given to any data, views, or arguments pertaining thereto 
which are submitted in writing, in duplicate, to the Commissioner of In- 
ternal Revenue, Attention T: P, Washington 25, D.C., within the 
period of 30 days from the date of publication of this notice in the 
FEDERAL REGISTER. The proposed regulations are to be issued 
under the authority contained in section 7805 of the Internal Revenue 
Code of 1954 (68A Stat. 917; 26 U.S.C. 7805). 


[SEAL] 
RUSSELL C. HARRINGTON, 


Commissioner of Internal Revenue. 


The following regulations are hereby prescribed under section 161, 
162, 168, and 169 of the Internal Revenue Code of 1954: ... 

Section 1.162-5 Expenses for education. 

(a) (1) In general, a taxpayer’s expenditures for his education are 
personal and are not deductible. 

(2) Expenditures for education which are made primarily for the 
purpose of, or which have the result of, obtaining a position for the 
taxpayer; qualifying him to enter an employment or otherwise become 
established in a trade or business or a specialty therein; establishing or 
enhancing his reputation in his trade or business; substantially ad- 
vancing him in earning capacity, salary, status, or position; or primarily 
fulfilling the general cultural aspirations or other personal purposes of 
the taxpayer are personal expenditures and are not deductible. 
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(b) As an exception to the general rule in paragraph (a) (1), ex- 
penditures by a taxpayer for his education are deductible under section 
162 if— 

(1) The expenditures are ordinary and necessary for the mainte- 
nance of the taxpayer’s employment or other trade or business or spe- 
cialty therein and are directly and immediately related thereto; and 

(2) The degree of business necessity and relationship of the ex- 
penditures clearly outweighs any personal aspects of the expenditures. 

In no event, however, are expenditures which fall under paragraph 
(a) (2) of this section deductible. 

(c) Expenditures by a taxpayer for his education may be deductible 
under the provisions of paragraph (b) if they are for education of a 
“refresher” or similar type necessary to maintain (but not to advance) 
the skills directly and immediately required by the taxpayer in his trade 
or business. Among the factors which will be considered as indicating 
that education is of a refresher or similar type are that it is especially 
designed for, and attended primarily by, established practitioners or 
members of a trade or business for purposes such as keeping abreast of 
current developments in such trade or business; is of short duration; is 
not taken on a continuing basis; and does not carry academic credit. 
Similarly, among factors indicating that the education is not of a re- 
fresher or similar type are that it is generally designed for persons pre- 
paring to enter an employment or otherwise become established in a 
trade or business or specialty therein; is of more than short duration; 
is for the continuing improvement and advancement of the taxpayer’s 
talent or skills; or carries academic credit. 

(d) Expenditures made by an employee for his education as a 
requisite to the continued retention of his salary, status, or employ- 
ment as a result of an express requirement of his employer may be 
deductible under the provisions of paragraph (b) whether or not the 
education is of a refresher or similar type. Thus, expenditures for 
courses which carry academic credit may be deductible under the provi- 
sions of this paragraph. However, expenditures are not deductible under 
the provisions of this paragraph if, in more than an incidental and rela- 
tively minor manner, they have the result of obtaining a different posi- 
tion for the taxpayer; qualifying him to enter an employment or other- 
wise become established in a trade or business or specialty therein; 
establishing or enhancing substantially his reputation in his trade or 
business; or substantially advancing him in earning capacity, salary, 
status, or position. A taxpayer is considered to have made expenditures 
as a result of an express requirement by his employer, as a requisite to 
continued retention of his salary, status, or employment only if the re- 
quirement is imposed primarily for a bona fide business purpose of the 
taxpayer’s employer and not primarily for the taxpayer’s benefit, and 
the education has a direct relationship to the duties of the taxpayer’s 
present position. 

(e) In general, a taxpayer’s expenditures for travel as a form of 
education shall be considered as primarily personal in nature and there- 
fore not deductible. 

(f) Where a taxpayer travels away from home primarily to obtain 
education the expenses of which are deductible, his expenditures for 
travel, meals, and lodging while away from home are deductible. How- 
ever, where as an incident of such trip the taxpayer engages in some 
personal activity such as sightseeing, social visiting or entertaining, or 
other recreation, the expenses of such personal activity constitute non- 
deductible personal or living expenses and will not be allowed as deduc- 
tions. Where the purposes of a taxpayer’s travel away from home are 
primarily personal, the taxpayer’s expenditures for travel, meals, and 
lodging will be disallowed whether or not the taxpayer participates inci- 
dentally in some educational pursuit meeting the requirements of para- 
graph (c) or (d) of this section. Whether the purposes of a particular 
trip are primarily personal or primarily to obtain education meeting the 
requirements of paragraph (c) or (d) of this section will depend upon 
all the facts and circumstances of each case. An important factor in 
making the determination will be the relative amount of time devoted 
to personal activity as compared with the time devoted to educational 
pursuits. Expenses in the nature of commuters’ fares are not business 
expenses and are not deductible. 

(g) The provisions of this section may be illustrated by the follow- 
ing examples: 

Example (1). A is employed as a bookkeeper by an accounting 
firm. In order to advance in salary he takes courses in accounting and 
becomes a certified public accountant. A’s expenditures for such courses 
and for any transportation expenses and living expenses while away from 
home are not deductible. 

Example (2). A, a general practitioner of medicine, takes a course 
of study to become a pediatrician. B, a general practitioner of medi- 
cine, takes a two-week “refresher” type course reviewing developments 
in several specialized fields, including pediatrics, for the purpose of car- 
rying on his general practice. A’s expenses are not deductible. B’s 
expenses (including any transportation expenses and living expenses 
while away from home) are deductible. 

Example (3). A, a teacher, is expressly required by the regulations 
of the State board of education either to read a list of books or to take 
certain summer school courses to retain his employment. A fulfills 
this requirement by taking the summer school courses. The courses do 

not qualify A to advance substantially in earning capacity, salary, 
status, or position. A’s expenses are deductible, including transporta- 
tion expenses and living expenses while away from home. 

Example (4). A, a teacher, takes a summer school course which is 
required by his employer in order to retain his employment. The course 
qualifies A to advance substantially in salary. A’s expenses are not de- 
ductible. 

Example (5). A, a self-employed tax consultant, decides to take a 
one-week “refresher’’ type course in taxation, which is offered in City 
X, 500 miles away from his home. His primary purpose in going to X 
is to take the course, but he also takes a side trip to City Y (50 miles 
from X) for one day, takes a sightseeing trip while in X, and enter- 
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tains some personal friends at his hotel. A’s transportation and living 
expenses will be allocated between his educational pursuits and his per- 
sonal activities. Those expenses which are entirely personal, such as 
entertaining friends, will not be deductible to any extent. 

Example (6). The facts are the same as in example (5), except 
that A’s primary purpose in going to City X is to take a vacation. 
This purpose is indicated by the fact that he spends only one week 
attending the “refresher” type course and devotes five weeks entirely to 
personal activities. A’s entire transportation expenses and living ex- 
penses while away from home will be disallowed. 
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Section 1.162-6 Professional expenses. 
A professional man may claim as deductions the cost of supplies 
used by him in the practice of his profession, expenses paid or accrued 
in the operation and repair of an automobile used in making profes- 
sional calls, dues to professional societies and subscriptions to profes- 
sional journals, the rent paid or accrued for office rooms, the cost of the 
fuel, light, water, telephone, etc., used in such offices, and the hire of 
office assistance. Amounts currently paid or accrued for books, furni- 
ture, and professional instruments and equipment, the useful life of 
which is short, may be deducted. 
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BUREAU OF PUBLIC EDUCATION ON HEALTH 
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NURSING PRACTICE AND THE LAW 


“Nursing Practice and the Law” by Milton J. Lesnik, an 
attorney, and Bernice E. Anderson, a registered nurse and 
associate professor of nursing education, Teachers College, Co- 
lumbia University, as well as the chairman of the American 
Nurses Association Committee on Legislation and a member 
of other representative committees pertaining to the field of 
nursing, was published in its second edition in 1955. The first 
edition of the text was entitled “The Legal Aspects of Nurs- 
ing” and was published in 1947. 

The text covers broadly the fields of law and nursing and 
their relationship. Very little in the field of law pertaining to 
nursing or the duties and liabilities of nurses are left uncovered. 
The chapter headings indicate this fact, for they are entitled: 
Chapter 1, Law: Its Meaning and Relationship to Nursing; 
Chapter 2, Legal Procedure and Trial; Chapter 3, Legal Con- 
trol of Nursing; Chapter 4, Legal Control—Nursing Practice 
Acts: Analysis and Evaluation; Chapter 5, Contracts for 
Nursing Services; Chapter 6, Legal Status of Nurses; Chapter 
7, Legal Aspects of Liability for Torts; Chapter 8, Legal 
Aspects of Negligence and Malpractice; Chapter 9, Legal 
Aspects of Other Specific Torts; Chapter 10, Legal Aspects of 
Crime; and Chapter 11, Legal Aspects of Wills. As in any 
medical jurisprudence text, the authors are confronted with the 
problem of handling and properly informing the reader con- 
cerning the wide variation in the legal provisions of state laws. 

The examination of the close relationship between the 
services furnished by nurses and those provided by physicians 


Los Angeles 


and surgeons would make this book a valuable addition to the 
library of any person connected with hospital administration of 
nursing services. It probably covers in more detail legal aspects 
involved in the field of nursing than does any text in the field 
of medical jurisprudence not covering specifically the field of 
nursing. 

This text emphasizes the increased legal liability and re- 
sponsibility placed upon nurses in the performance of their 
duties. Nursing, it points out, is now of such an important 
character that forty-seven jurisdictions even license practical 
nurses. Much of the improvement in the field of licensing per- 
taining to nurses has resulted from the activities of the Ameri- 
can Nurses Association. Perhaps most valuable of the efforts 
of the American Nurses Association have been its efforts to 
increase the amount or scope of instruction in the legal respon- 
sibilities inherent in nursing as a part of the education of the 
nurse. 

The text points out that the professionalization of nursing, 
hoth in its practice and in achieving professional stature, re- 
quires a knowledge of law in its relation to professional re- 
sponsibility and development. Apparently few schools of nursing 
have included instruction in the legal aspects of nursing other 
than to give an hour or 2 of instruction of a hurried character. 

Certainly this text could well serve as a basis for the 
instruction of nurses in their legal responsibilities and as a 
guide to physicians, nurses, hospital administrators, and others 
in the field of health requiring legal information in regard to 
nursing. If its publication encourages a broader understanding 
and instruction in the legal responsibilities of nurses and nursing 
schools much will be done, it is believed, to assist nurses in 
performing their services and to be aware of the legal responsi- 
hilities which their important position in the field of health 
services has placed upon them. 


DIVERTICULITIS: ANTERIOR RESECTION OF THE 
SIGMOID COLON 

In the April, 1956, issue of the American Journal of Proc- 
tology, Charles S. White, Jr., M.D., discusses the surgical man- 
agement of diverticulitis of the colon. 

The incidence of sigmoid diverticulitis is increasing, pri- 
marily because more people are living longer and this is a dis- 
ease most commonly found in the over-50 age group. Although 
diverticulae may occur in any part of the large intestine, they 
usually are found in the descending and sigmoid colon. Com- 
plications of diverticulitis are confined almost entirely to this 
area, perhaps because feces become more solid by the time this 
region is reached and impaction of feces in the diverticulum is 
more likely. Impaction can lead to mucosal necrosis, abscess 
formation, granulomatous changes, and fibrosis. 

Pelvic abscess, with or without perforation, is the most 
frequent complication of diverticulitis. The development of 
fistulae is the most distressing complication, at least to the pa- 
tient. Abdominal, sigmoidovesical, and sigmoidovaginal fistulae 
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are the most common; enterocolic fistulae may also occur. 
Repeated intestinal hemorrhage is another complication which 
may require surgical intervention. 

In some instances diagnosis of diverticulitis can be made 
clinically or by barium enema or x-ray. In other instances sur- 
gical. exploration is necessary because of the difficulty of differ- 
entiating between annular carcinoma and diverticulitis—the co- 
existence of these conditions is not unknown. 


Medical versus surgical management of uncomplicated 
diverticulitis must be determined by the amount of colon in- 
volved and the patient’s age and general condition as a surgical 
risk. However, the use of safe and reliable intestinal antibiotics 
has made anterior resection of the colon for uncomplicated 
diverticulitis as safe as resection for carcinoma. Furthermore, 
repeated attacks of diverticulitis may produce cumulative effects 
which will make the eventually required surgery more difficult. 


Three different surgical approaches to diverticulitis are 
possible, depending upon the complication involved. Whenever 
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possible, a one-stage resection and anastomosis is the procedure 
of choice. Where this is not feasible, a two- or three-stage 
operation is necessitated. Usually the formation of a colostomy 
is the first step, followed in several weeks by a segmental re- 
section of the involved bowel and repair of any involved 
organs. Where spontaneous closure of the colostomy does not 
occur, surgical closure is required at a still later date. Since 
the three-stage procedure can mean a severe drain on the pa- 
tient’s economic and physical strength as well as on his morale, 
the author urges more careful evaluation of the one-stage 
procedure. He reports on four cases of one-stage repair of 
sigmoidovesical fistulae with 75 per cent excellent results. 


ENZYME THERAPY BY INTRAMUSCULAR ROUTE IN 
CHEST DISEASES 

An evaluation of the use of intramuscular injections of 
trypsin for the relief of respiratory accumulations in asthmatic 
patients with long-standing chest disease is made hy N. E. 
Silbert, M.D., in the May, 1956, issue of Diseases of the Chest. 
Twenty-five patients participated in this study. Three of these 
had chronic bronchial asthma, 10 had chronic bronchitis with 
asthma, and the remainder had intermittent bronchial asthma. 
All had difficulty raising sputum prior to treatment. 

The injections of trypsin were made in the buttocks. 
Dosage for adults consisted of a first injection of 0.5 ml. of 
trypsin in sesame oil (ratio: 5 mg. of trypsin to 1 ml. of oil). 
In the absence of side effects, 1 ml. (5 mg.) was then given 
daily for from 5 to 7 days, then 1 ml. every second or third day 
for 2 weeks, and a final injection 1 week later. The one child 
in the series received 0.25 ml. for the trial dose, followed in 24 
hours by 0.5 ml. (2.5 mg.) daily for 5 days, then 0.5 ml. weekly 
for 2 weeks. Seven patients received a second course of treat- 
ment and five a third course. 

No patient experienced a reaction to the first injection. 
Eight patients experienced eventual side effects such as dizzi- 
ness; itching, soreness, or rash at the injection sites; rash 
over the pelvic girdle; sore or swollen hips; and pain, some- 
times severe, in the groin and pelvic girdle. One patient report- 
ed exacerbation of her asthmatic condition during a second 
course of treatment and the enzyme was withdrawn. 

Subjective as well as objective changes were recorded in 
this series. All patients found it much easier to raise thick 
sputum within 1 to 3 days after starting treatment, and all 
reported feeling better following the first course of treat- 
ment. Improvement was maintained for a minimum period of 
10 days; in some, symptoms did not reappear in 4 to 6 months. 
X-ray findings, based on posteroanterior and lateral films of the 
chest taken before and after treatment, showed marked im- 
provement in 13 cases, slight to moderate improvement in 9 
cases, and no change in 3. Of the 13 patients showing marked 
improvement, 9 were re-examined some weeks later. X-ray 
films revealed that 3 patients had returned to their pretreat- 
ment condition, 1 had continued improvement, and the remain- 
ing 5 showed about the same improvement as in their first 
post-treatment examination. 


INTRAPERITONEAL ANTIBIOTIC ADMINISTRATION IN 
THE TREATMENT OF ACUTE BACTERIAL PERITONITIS 

In the March, 1956, issue of Surgery, Gynecology and Ob- 
stetrics, William E. Schatten, M.D., evaluates his experience 
with intraperitoneal instillation of oxytetracycline, neomycin, 
and tetracycline hydrochloride in the treatment of acute diffuse 
peritonitis and compares the results obtained with oxytetracy- 
cline and neomycin. Thirty-eight patients were involved in this 
study. 

Oxytetracycline was given postoperatively to 20 patients 
and neomycin to 18. No other antibiotic was used following 
operation. Two small polyethylene catheters introduced into 
the peritoneal cavity at the time of operation provided the 
avenues for administration of the antibiotics. One catheter 
was directed into the pelvis and the other over the right lobe of 
the liver to the region of the right subphrenic space. An initial 
dose of 250 ml. of antibiotic in solution (1 gram in 500 ml. of 
normal saline to provide a concentration of 2 mg. per ml.) was 
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instilled through each catheter at the time of operation; addi- 
tional doses of 125 mg. per catheter were administered every 6 
hours for a maximum of 72 hours. Peritoneal fluid was ob- 
tained for culture at the time of operation and every 24 hours 
thereafter. 

Intraperitoneal administration of tetracycline compounds 
was found to be contraindicated following experimental use in 
the laboratory. Ascorbic and citric acid compounds caused 
nausea and vomiting while the use of tetracycline hydrochloride 
albumin complex produced intraperitoneal adhesion formation. 
Conversely, oxytetracycline and neomycin were found to be 
nontoxic when given intraperitoneally for 72 hours in large 
doses, nor have detrimental effects developed later, as deter- 
mined by follow-ups of from 2 to 24 months. 

At the time of operation, one or more organisms were cul- 
tured from the peritoneal fluid of 30 patients despite the fact 
that 14 of these had already received large quantities of anti- 
biotics intramuscularly. Only one positive culture was made 
postoperatively, which leads to the conclusion that the intra- 
peritoneal route is far more effective in producing sterilization 
of the peritoneal cavity in cases of peritonitis. 

Four patients in the series died, 3 from causes other than 
peritoneal infection. Two patients developed clinical signs and 
symptoms of pelvic abscess with spontaneous recovery. One 
clinically proved abscess was corrected by posterior colpotomy. 
Wound abscesses occurred in 5 cases. Drainage resulted in 
complete healing. 

In comparing the effectiveness of oxytetracycline and neo- 
mycin, the author found little difference in the average peritoneal 
fluid and serum concentrations of the drugs following intra- 
peritoneal administration of equal doses of the two antibiotics. 
Eleven of the 20 patients receiving oxytetracycline reported 
varying degrees of discomfort at the time of administration, 
ranging from a sensation of bloating to burning pain. Only 
five of the 18 receiving neomycin reported discomfort, and in 
no instance was the pain severe enough to necessitate cessation 
of administration. Therefore, the author considers neomycin 
the drug of choice in the treatment of acute peritonitis by intra- 
peritoneal instillation. 


THE PREVENTION OF RETROLENTAL FIBROPLASIA 


The complete prevention of retrolental fibroplasia through 
the proper administration of oxygen during the early days of a 
premature baby’s life is possible according to John C. Locke, 
M.D., writing in the May, 1956, issue of Postgraduate Medi- 
cine. In following a series of 72 consecutive babies weighing 4 
Ib. or less at birth who were given careful incubator care, the 
author found no evidence of ocular lesion. 

To insure the survival of the premature infant and still 
prevent retrolental fibroplasia, the following recommendations 
are made: 

1. Oxygen should be given only where there are clinical 
indications for its use. The initial concentration should never 
he higher than 40 per cent, and this should be reduced as soon 
as possible. A sensitive flowmeter allowing for changes in flow 
rate to a tenth of a liter is recommended for controlling and 
maintaining low oxygen concentration. 

2. An oxygen analyzer is a must for all nurseries with 
oxygen-giving facilities for prematures. Since there is no ade- 
quate correlation between the oxygen concentration in the incu- 
hator and the flowmeter setting, oxygen should be ordered by 
concentration rather than by liter flow. 

3. Oxygen concentrations in the incubators should be meas- 
ured and charted not less than once every 2 hours night and 
day. 

4. Readings should not be taken within 30 minutes of 
changing the flow rate or opening the incubator lid or sleeves 
because the oxygen concentration will not have had a chance to 
stabilize. 

5. Nurses tending incubator habies should have the training 
and authority to reduce or increase oxygen intake according to 
the baby’s needs. 

6. Cyanosis is the chief indication for oxygen therapy. 
Periodic or irregular respiration without cyanosis is not an in- 
dication for the administration of oxygen. 
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7. If a supersaturated environment is desired in cases not 
requiring oxygen, a compressed-air pump rather than the oxy- 
gen inflow mechanism should be used. 

The recommendation that oxygen be used in treating active 
retrolental fibroplasia is not generally upheld. Neither has the 
theory that the too rapid withdrawal of oxygen is the primary 
cause of the disease gained general import. It may be possible 
that the sudden withdrawal of extremely high concentrations 
(50 to 70 per cent) may increase a tendency to the disease. 
However, this is not a danger when oxygen is used in concen- 
trations of 40 per cent or lower. 

Despite the fact that the cause of and means of preventing 
retrolental fibroplasia have been discovered and proved, cases 
continue to occur. The responsibility for eliminating this most 
common cause of blindness in childhood rests, therefore, with 
the individual physician, the medical educators, public health 
authorities, hospital administrators, and those responsible for 
hospital accreditation. 


USE OF oon SPRAY ON THE SKIN OF 
DRIDDEN PATIENTS 


In the March a 1956, issue of New York State Journal 
of Medicine, Donald D. Brusca, M.D., describes the successful 
use of silicone spray in preventing or relieving dermatitis, inter- 
trigo, and miliaria in bedridden, incontinent, senile patients. 

For the investigation a fairly recently developed silicone, 
555 Fluid, was used in proportions of 2 per cent silicone to 95 
per cent ethyl alcohol. Forty-one bedridden patients who were 
not responding to the usual applications and nursing care were 
chosen for treatment. Signs of contact dermatitis, intertrigo, 
or miliaria were already present on 26 of these patients, and 2 
presented decubitus ulcers. 

Procedure consisted of daily bathing each patient complete- 
ly before spraying a thin, almost imperceptible coating of sili- 
cone solution on the perineum, buttocks, and back. An ordinary 
hand-operated insecticide-type spray gun was used. No other 
care was given except to bathe the patients as frequently as 
their incontinence required. The spray was applied once daily 
for a 2-month period. 

Use of the silicone spray resulted in the clearing up of 
existing rashes and in the prevention of further dermatitis in 
all 41 patients. Both cases of ulcers healed during treatment. 
(Ulcers were treated with gentian violet and were not sprayed 
with silicone solution.) 

Because the patients were able to lie on their backs if they 
wished, the work load of the nursing staff was lessened and 
care of these patients was simplified. There was no evidence of 
toxic or allergic reactions. 


WITH RESIN-IMPREGNATED 
STER BANDAGES 


The a resin-impregnated cast material was 
studied in 79 patients, mostly children, representing 118 applica- 
tions and is reported by James Drennan Lowell, M.D., in the 
April, 1956, issue of the Journal of Bone and Joint Surgery. 

The bandage consists of a combination of plaster-of-Paris, 
resin, and a catalyst applied to a crinoline base and requires 
only wetting in water to make it useable. The chief disad- 
vantages of this type of bandage are that it requires a longer 
time to set (from 6 to 8 minutes) and is harder to mold than 
plain plaster, that it tends initially to crack and laminate fre- 
quently, and that when dry, the cast is difficult to remove. The 
advantages include a “healing” ability which makes the cracked 
and laminated portions as strong as the undamaged parts after 
about an hour, a highly adhesive characteristic, a relative light- 
ness, and a greater strength and durability than plain plaster. 
Costwise resin-plaster and plain plaster require about the same 
initial investment. Resin-plaster is more expensive, but less is 
required and it lasts longer than plain plaster. 

In actual use, resin-plaster proved more satisfactory for 
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some types of casts than others. In treating club-foot in infants 
and children, resin-plaster alone proved disappointing because 
of the difficulty in obtaining a good mold. However, when 
plain plaster was used for the first layers and resin-plaster was 
added for strength and durability, the results were very satis- 
factory. The resin-plaster covering stood up well despite con- 
stant wetting by infants and withstood very rough treatment 
from active youngsters. Resin-plaster casts were good for 
support in poliomyelitis cases because of strength and dura- 
bility. These patients, being older, were more cooperative, 
hence the prolonged setting time was not a handicap. 

Five patients with scoliosis were included in this study and 
a total of seven jackets were applied. The lightness, without 
sacrifice of strength, of resin-plaster makes this material par- 
ticularly suitable for use in body casts. Children in resin-plaster 
jackets are much easier to care for. Moreover, the material 
has a maximum x-ray permeability which permits accurate 
visualization of the vertebral bodies in the area of maximum 
curve. 

Resin-plaster was also used successfully for making re- 
movable splints and bivalve casts and a one and one-half bi- 
valved spica. 

In the 79 cases studied, no instance of skin reaction was 
reported although one surgeon developed a skin rash when 
working with the material and four subsequent patients have 
developed skin rashes when in contact with resin-plaster. 


SILO-FILLER’S DISEASE 

A syndrome similar to that produced by inhaling nitrogen 
dioxide gas is seen among farmers who have been filling silos. 
In the April 4, 1956, Proceedings of the Staff Meetings of the 
Mayo Clinic, two such cases are reported by Leo T. Delaney, 
Jr., M.D., Herbert W. Schmidt, M.D., and Charles F. Stroe- 
bel, M.D. 

Investigations by Peterson and statements of farm workers 
are cited as evidence that nitrogen dioxide is formed in silos 
under conditions of closure and excessive heat. Nitrogen di- 
oxide, yellow to red brown in color, depending on its concentra- 
tion, is considerably heavier than air and tends to settle in the 
bottom of the silo and be conducted from there through the 
chute into the silo room. 

In the two cases cited, the patients suffered from respira- 
tory distress, cyanosis, coughing with production of bloody 
sputum, gastrointestinal disturbances, and fever. One case ter- 
minated fatally, and at autopsy marked pulmonary edema and 
congestion were found. In each case, the patient had a history 
of having filled a silo a short time before the onset of his 
illness. 

Nichols is cited by the authors as reporting that following 
inhalation of- nitrogen dioxide, there is respiratory irritation 
with production of varying degrees of pulmonary edema. There 
is fever, chest pain, persistent cough with production of bloody 
sputum, dyspnea, and in some cases, cyanosis. Death may ensue 
at intervals from a few hours after exposure to several days. 
Recovery is gradual, with exacerbations often seen, apparent 
full recovery taking place only after several stormy weeks. 

Postmortem findings vary according to the stage of the dis- 
ease and range from mild tracheobronchitis with pulmonary 
edema and signs of early bronchopneumonia to acute interstitial 
pneumonitis with pulmonary congestion, edema, and broncho- 
pneumonia. Purulent bronchitis was reported in a patient dying 
25 days after exposure. Roentgenograms of the chest are fre- 
quently of little help, because the findings are often indistin- 
guishable from those of other conditions. 

The authors are of the opinion that there is a definite 
cause and effect relationship between nitrogen dioxide produc- 
tion from silage and the syndrome reported. They do not feel 
that there is as yet any justification for relating it to farmer's 
lung, which is associated in its later phases with pulmonary 
fibrosis. 

Because they are sure that the hazard is widespread and 
usually not recognized unless the gas causes the death of some 
farm animal, the authors feel that the hazard should be brought 
to the attention of farmers before the next harvest season. 
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SKIN SURGERY. By Ervin Epstein, M.D., Assistant Clinical Pro- 
fessor of Medicine (Dermatology), Stanford University Medical School; 
Chief of Dermatology and Syphilology at Highland-Alameda County Hos- 
pital; Consultant to Oakland Area Veteran’s Hospital, Mt. Zion Hos- 
pital, Camp Parks AFB Hospital; Editorial Staff of ‘Dermatologica’; 
Member of American Dermatological Association, American Academy of 
Dermato'ogy and Syphilology, Society for Investigative Dermatology; 
Abstract Staff of “Excerpta Medica’; Diplomate of American Board of 
Dermatology and Syphilo'ogy, etc. Cloth. Pp. 228, with illustrations. 
Price $7.50. Lea & Febiger, Washington Square, Philadelphia 6, 1956. 

This timely book is an excellent answer to needs that fall 
between the extremely complex measures described in texts on 
plastic surgery and the usual indifference of the ordinary minor 
surgery textbooks to dermatologic problems. 

Coverage is complete and detailed, even beyond the point 
required by the surgically inclined dermatologist. Further, it 
brings together many of the phases of skin surgery. The sec- 
tion devoted to cold steel surgery gives practical information 
to physicians in general practice and the dermatologist. Skin 
grafting and its theory and practical applications are reviewed 
in such a manner that the text may be used to show patients 
the procedure of skin grafts. Malignancy in its various stages, 
including advanced cancer, is covered. The section on electro- 
surgery covers cautery, excision, and epilation. In the section 
on special technics, Mohs’ chemosurgical method of micro- 
scopically controlled excision of cutaneous cancer is given ex- 
cellent coverage; this is a subject which has not been given 
the professional attention it deserves. A short but concise chap- 
ter is devoted to dermabrasion for removal of acne scars and 
other skin problems. Surgery of the nails is the final topic of 
discussion. 

This book is of value to the physician in general practice 


and to the dermatologist as a ready reference. 
A. P. Uxsricn, D.O. 
D. Koprince, D.O. 


CUNNINGHAM AND REED’S GUIDE TO EARNING A LIV- 
ING. A Complete Survey of Careers in Business, the Professions, 
Trade, Agriculture, and Government Service, by Ed Cunningham and 
Leonard Reed. Cloth. Pp. 116. Price $3.95. Simon and Schuster, Pub- 
lishers, 630 Fifth Ave., Rockefeller Center, New York 20, 1955. 

Retail businesses, professional fields, agriculture, trades, 
arts and crafts, and government work are all included in this 
survey of 119 careers, each discussed individually. The discus- 
sion includes material on the probable future, educational or 
other training requirements, physical capacities needed, duties 
and_ responsibilities, duties actually performed, usual salary 
schedules, and advantages and disadvantages. In addition, 
sources are given so that additional authentic information can 
he obtained about any given field. 


The book is intended for two groups of readers: young 
people who have not yet decided on a career, and people who 
are now working but who, for one reason or another, wish to 
reconsider their plans for the future. No attempt is made to 
gloss over undesirable features of the more glamorous occupa- 
tions, nor to undercut less glittering ones. The facts are pre- 
sented fairly and dispassionately, and enough of them are 
presented for the reader to know whether or not he is interested 
in inquiring further into a particular field. The osteopathic 
profession is among those explored in the book. 


CARDIAC DIAGNOSIS. A Physiologic Approach. By Robert F. 
Rushmer, M.D., Associate Professor of Physiology and Biophysics, Uni- 
versity of Washington Medical School. Cloth. Pp. 447, with illustra- 
tions. Price $11.50. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1955. 

This book is largely successful in its intent—to correlate 
the physiology of the heart with the diagnosis of cardiac prob- 


lems. Emphasis is laid upon the mechanisms by which the signs 
and symptoms of the diseases are produced. 

The text is organized by dividing it into five parts. In the 
first part, the general anatomy and function of the heart and 
its related structures are discussed. Part two deals with the 
mechanisms and methods of regulating cardiac output and 
peripheral vascular flow. Congestive heart failure, with cardiac 
reserve and the etiology of congestive failure, makes up part 
three. Part four deals with the various methods used in cardiac 
diagnos's, including measurements of pressure, determination of 
heart size and shape, estimation of cardiac output, elicitation of 
heart sounds and murmurs, and clectrocardiographic interpreta- 
tion. The final part applies the material covered in the preced- 
ing sections to the actual diagnosis of cardiac diseases. 

The scheme of the book appears to be an altogether reason- 
able and rational one. The writing is smooth, clear, and even. 
Generous use is made of well-chosen and well-reproduced illus- 
trations. Indexing appears adequate, and the book in general is 
well made. 


PHYSIOLOGY AND PATHOLOGY OF INFANT NUTRITION. 
By L. F. Meyer, M.D., Professor of Pediatrics, Director of the Chil- 
dren’s Department of Municipal Hospital ‘‘Hadassah,”’ Tel Aviv, Israel; 
and Erich Nassau, M.D., Chief, Children’s Department, Central Hospital 
of the Workers Sick Fund, Afulah, Israel. Translated by Kurt Glaser, 
M.D., M.S., F.A.A.P., and Susanne Glaser, B.A. Ed. 2. Cloth. Pp. 533, 
with illustrations. Price $11.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Ave., Springfield, Ill., 1955. 

Both normal and abnormal nutrition of the infant are 
discussed in useful detail in this hook. The authors, both of 
whom practice in Israel, bring a vast experience to the book, 
experience which largely grew out of the peculiar conditions 
under which they practice. 

The text is divided into two sections. The first, given over 
to discussions of physiology of infant nutrition, contains chap- 
ters on various phases of growth, development, and feeding. 
Included are such things as growth in weight and length, de- 
velopment of adipose tissues, metabolism of the healthy infant, 
the role of colostrum, methods of infant feeding, and dietary 
requirements. The second section, which considers the pathology 
of infant nutrition, goes into questions of disturbances due to 
defects of the gastrointestinal tract; endocrine disturbances; 
vitamin, protein, water, and carbohydrate deficiencies; the diar- 
rheas ; infections; constipation; and idiosyncrasies and allergies. 


While the text is well written and lucid throughout, there 
is an occasional awkwardness of expression apparently due to 
difficulties in translation. The production of the book is in 
accordance with the usual high standards of the publishers, but 
it is probable that more extensive indexing would enhance its 
usefulness. The book can be properly recommended to any 
physician who has to deal with nutritional problems in infants. 


INTRODUCTION TO VIROLOGY. By Gilbert Dalldorf, M.D., 
Director, Division of Laboratories and Research, New York State De- 
partment of Health, Albany, New York. Cloth. Pp. 102, with illustra- 
tions. Price $3.50. Charles C Thomas, Publisher, 301-327 East Lawrence 
Ave., Springfield, Ill., 1955. 

With the immensely increased knowledge of virus diseases 
in recent years, it has become more and more important for the 
physician to be well informed in that field. This book was writ- 
ten with this in view—as an introduction to virology for both 
the clinician and the laboratory worker. No attempt is made 
to give a complete description of the subject, but a surprising 
amount of information is to be found in so small a book. 

For the clinician, the author has provided admirably lucid 
discussions of the nature of viruses and the diseases they pro- 
duce. Among the topics discussed are the poxes and rashes; 
virus diseases of the liver, respiratory tract, skin, and brain; 
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virus encephalitis and meningitis; and the poliomyelitis viruses 
and their cousins. For the laboratory worker, there are 
chapters on the facilities, equipment, and methods needed for the 
virus laboratory and descriptions of the simple common technics 
used in virology. 

While the book is admittedly incomplete, the clinician can 
gain a broad, if not too deep, understanding of the fundamentals 
of virology, while the laboratory worker can at least determine 
whether or not he is in a position to do work in that field. 
Many will no doubt be surprised at the relative ease with which 
they can undertake work with viruses. 

The text is always informative and easily readable, the 
author's style being characterized by smoothness, simplicity, and 
little or no excess verbiage. Indexing is brief, but to the point. 
In general, this should be a useful book for those for whom it 
is intended—physicians and laboratory workers who want a 
good introduction to virology. 


THE SURGICAL TECHNIC OF ABDOMINAL OPERATIONS. 
By Julius L. Spivack, M.D., LL.D., F.A.C.S., Associate Professor of 
Surgery, University of Illinois College of Medicine; Diplomate Ameri- 
can Board of Surgery; Corresponding Member Mexican Academy of 


Surgery; Honorary Member, Medica) Chapter, Mexican Red Cross; 
Senior Attending Surgeon, Columbus Memorial and Mother Cabrini 
Hospitals, Chicago. Ed. 5. Cloth. Pp. 931, with illustrations. Price 
$17.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 


Springfield, Ill., 1955. 

With no pretense of presenting all aspects of abdominal 
surgery, this book is largely concerned with how to do specific 
abdominal operations. Somewhat enlarged over previous ones, 
this edition contains more than 150 new illustrations and de- 
scriptions of several new operations. Almost all types of ab- 
dominal surgery are discussed, including surgery of the gastro- 
intestinal tract and its accessory organs, repair of hernias, and 
gynecologic operations. 

The text is well written and generally conveys to the reader 
a clear picture of what is being described. Technically, the 
book is handsomely produced, and the illustrations are heauti- 
fully done. Indexing appears to be sufficiently detailed for the 
uses fer which it is intended. In general, this should be a 
most useful book to surgeons and those who are learning 
surgery. 


THE TRUTH ABOUT CANCER. By Charles S. Cameron, M.D., 
Medical and Scientific Director, American Cancer Society. Cloth. Pp. 
268, with illustrations. Price $4.95. Prentice-Hall, Publishers, 70 Fifth 
Ave., New York 11, 1956. 

While it may be debatable that this is indeed, as it states 
on its jacket, “the most important book you will ever read,” 
there is no question that to the layman, for whom the hook is 
intended, it is important. Written by an authority in the field, 
the volume does live up to its title, telling the truth about 
cancer about as thoroughly and accurately as could reasonably 
be expected in a text that cannot go into extensive technical 
detail. 

The entire subject is well treated. Explanations are gen- 
erally lucid and nontechnical, with adequate use made of ex- 
amples, but to the author’s credit, he has not written down to 
his audience. The subject matter includes what cancer is, what 
seems to cause it, what the problems of treatment are, and 
what the treatment is. Also discussed are misconceptions about 
cancer, cancer quacks, cancer research, and the diagnosis of the 
condition. 

In part two of the book, the various types of malignancies 
are discussed individually, classified according to the site of 
appearance. At the end of the book, a chapter is devoted to 
cancer in children and another to advisory material, telling the 
reader how he can benefit from what is presently known about 
cancer, including danger signals, self-examination, and the im- 
portance of regular physical examinations. 
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The book should achieve much of what it sets out to do. It 
is thoroughly unobjectionable, and unless the physician is him- 
self dabbling in unorthodox approaches to cancer therapy, 
it seems unlikely that he can have any serious objection to his 
patients reading the book. With adequate acceptance and intelli- 
gent use, the book can do much to reduce cancer mortality with- 
out appreciably increasing the incidence of cancer phobia. 


ACCIDENT PREVENTION MANUAL FOR INDUSTRIAL OP- 
ERATIONS. Ed. 3. Cloth. Pp. 1,341, with illustrations. Price: Non- 
member, $13.50; Member, $11.75; Libraries, Colleges, and Schools, $9.00. 
National Safety Council, 425 No. Michigan Ave., Chicago 11, 1955. 

Comprehensive coverage of the subject of accident preven- 
tion in industrial operations is included in this book, the third 
edition of the work. Safety organization, training and educa- 
tion, and maintaining employee interest in safety and plant con- 
struction are covered, as well as recommendations for safety 
standards to combat each individual hazard. All are presented 
well, being ably and thoroughly described. The book is well 
produced, with copious use of photographs, drawings, and 
diagrams. While this is not a text that will find a place in the 
average practitioner’s library, its existence is of great impor- 
tance to all doctors, for its aim is the same as that of the 
doctor: a reduction of loss of life, limb, or working time due to 
disabilities incurred in industrial accidents. 


THE AUXILIARY HEART. By William Walter Wasson, M.D. 
Cloth. Pp. 184, with illustrations. Price $10.50. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, HL, 1954. 

As seen in this book, the auxiliary heart is that belonging 
to the lesser or pulmonary circulation. The greater circulation 
also has an auxiliary heart in the form of the resiliency of the 
arterial walls and their surrounding tissues and the muscle 
action affecting the smaller vessels. While this latter is helpful, 
it is not altogether necessary—the left side of the heart could 
probably propel the blood unaided, particularly with the body 
at rest. However, according to the introduction in this book, 
this is not the case with the lesser circulation; it is thought that 
without the auxiliary heart of the lesser circulation, the entire 
volume of blood could not be pumped through the lungs of a 
human after birth. Hence the importance of the dynamics of 
the pulmonary circulation. 

The material covered in this text includes the anatomy, 
physiology, and physiodynamics of the lung, evaluation of 
roentgenograms of the chest, diseases of the chest that influence 
the auxiliary heart, the diaphragmatic syndrome, and a_his- 
torical sketch. Extensive use is made of good illustrations, 
which are reproduced with the usual high quality seen in the 
publisher’s volumes. The writing is somewhat stiff, but clear, 
even, and readable. For anyone needing a well-developed treatise 
on the pulmonary circulation, this hook should serve very well. 


NURSING PRACTICE AND THE LAW. By Milton J. Lesnik, 
Member of the Bar of New Jersey and District of Columbia; Lecturer 
in Law, Seton Hall University; Consultant to various nursing associa- 
tions; and Bernice E. Anderson, R.N., Ed.D., Associate Professor of 
Nursing Education, Teachers College, Columbia University; Chairman, 
American Nurses’ Association Committee on Legis!ation; Member, Exec- 
utive Committee, American Nurses’ Association Special Committee of 
State Boards of Nursing; and Member of Subcommittee on Preparation 
of Educational Standards to Be Used As a Guide by State Boards. Ed. 
2. Cloth. Pp. 400. Price $6.00. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1955. 

This book is reviewed in the columns of the Bureau of 
Public Education on Health in this issue of THE JOURNAL. 
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